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ABSTRACT 
Community participation has been regarded as a goal for people with 
rehabilitation needs, but there is a lack of consensus about the definition and 
measurement of community participation. In addition, there is limited knowledge about 
the community participation of individuals who are homeless. This dissertation contains 
three studies aimed at furthering our understanding about community participation among 
individuals who are, or were previously, homeless. Study 1 systematically reviewed 
instruments that measure community participation in people with disabilities and 
compared these instruments by analyzing the content based on the International 
Classification of Functioning, Disability and Health Perspective (ICF) classification. 
Seventeen instruments were identified as containing community participation items. 
None of these instruments covered the full breadth of community participation domains, 
but each addressed community participation to some extent. Furthermore, most of the 
instruments lose precision by treating diverse activities as a single concept. 
Study 2 explored how homeless people participate in the community, and whether 
their community participation is associated with health and quality of life. One hundred 
and seven participants from housing programs and homeless shelters participated in this 
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study. Results showed that the majority of individuals participated in numerous health 
services and social and leisure activities. Only a small number of individuals participated 
in work related activities. Community participation was significantly correlated with 
quality of life (QOL) and health. Further investigations are needed to understand the 
meaning and satisfaction with participation in those activities among homeless 
individuals. 
Using the same dataset, study 3 examined the factors that influence homeless 
individuals' community participation by using the ICF model. Numerous activity, 
personal, and environmental factors were identified. Generally, individuals with fewer 
functional limitations, individuals with a spouse or partner or a relationship, and those 
who were currently homeless participated in more community activities. The findings 
reveal information regarding different work, social and leisure, and health services use 
patterns in people with different capabilities and in different situations. Further 
investigation is recommended to understand different homeless individuals' needs for 
services that will enable them to progress toward sustainable levels of participation in the 
community. 
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INTRODUCTION 
Homelessness is a growing social and public health problem in developed 
countries (Henry, Boyer, Belzeaux, Baumstarck-Barrau, & Samuelian, 2010). The 
definition ofhomelessness includes: (1) people living in a place not meant for human 
habitation, emergency shelter, transitional housing, or a temporary residential institution 
where they can stay for up to 90 days; (2) people losing their primary nighttime residence 
within 14 days and lacking the resources or support networks to remain in housing; (3) 
families with children or unaccompanied youth who are unstably housed and likely to 
continue in that state; or ( 4) people fleeing or attempting to flee their residence due to 
dangerous or life-threatening situations related to violence and lacking the resources or 
support networks to obtain other permanent housing (U.S. Department of Housing and 
Urban Development, 2012). According to the National Coalition for the Homeless (2009), 
about 3.5 million people in the U.S. have experienced homelessness, and the number is 
steadily increasing every year. 
Most homeless people have experienced severe hardship, including physical and 
sexual abuse, childhood trauma, or poverty, and many experience disabilities and 
diseases (Martins, 2008). A large proportion of homeless people experience episodic and 
chronic illness (Wiersma et al., 2010), such as cardiovascular disease (CVD), asthma, 
diabetes (Wiersma et al., 2010), skin infections (Lewis, Peter, G6mez-Marin, & Bisno, 
2006), tuberculosis (Lashley, 2007), hypertension (Wright, 1990), mental illness and drug 
abuse (North, Eyrich, Pollio, & Spitznagel, 2004). The homeless population has a high 
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prevalence of mental disorders such as psychosis (12.7%), major depression (11.4%), 
drug use (24.4%), and alcohol use (37.9%) (Fazel, Khosla, Doll, & Geddes, 2008). The 
high prevalence of disabilities and substance use problems results in a substantial need 
for rehabilitation interventions. 
Participation in the community is a consistent challenge for the homeless 
population. Previous research indicates that people who are homeless have difficulty 
getting involved in the community (Yanos, Barrow, & Tsemberis, 2004). They lack a key 
foundation to fulfill activities such as employment, education, and social activities 
(Clapham, 2003). Even though they may have a network with other homeless individuals, 
many feel lonely, disaffiliated, and isolated from society (Gory, Ritchey, & Fitzpatrick, 
1991 ). Many homeless individuals express the desire to fulfill employment roles, social 
roles, and informal roles in the neighborhood, as well as to fit in and be part of the 
community (Yanos et al., 2004; Yanos, Felton, Tsemberis, & Frye, 2007). 
The importance of community participation has been shown in more empirical 
evidence. Partington (2005) explicates that no individual can live alone. Through social 
connections with the community, people are able to work together to achieve things that 
they could not easily achieve by themselves (Davidson, Hoge, Merrill, Rakfeldt, & 
Griffith, 1995; Yanos et al., 2004). To avoid living alone and being isolated, some 
homeless individuals even prefer to live in shelters or on the street with other homeless 
people (Yanos et al., 2004). In addition, community participation is related to other 
important outcome indicators, such as quality of life, social functioning, and health 
(Huebner, Johnson, Bennett, & Schneck, 2003). Researchers found that a lack of 
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community participation is related to the emergence of depressive symptoms, functional 
limitations, morbidity, and mortality (Ahem & Hendryx, 2008; Due, Holstein, Lund, 
Modvig, & Avlund, 1999; Mayo, Wood-Dauphinee, Cote, Durcan, & Carlton, 2002; 
Unger, McAvay, Bruce, & Berkman, 1999). These negative health outcomes do not only 
affect homeless individuals themselves, but also lead to a massive economic burden in 
health care and social welfare. 
Regardless of its significance, very little research has addressed community 
participation in the homeless population. In fact, there is no consensus on the definition, 
operationalization, and measurement of community participation (Heinemann, 201 0). 
Most of the researchers defined community participation based on the International 
Classification ofFtmctioning, Disability and Health (ICF)'s given definition of 
participation: involvement in life situations (World Health Organization, 2001). 
However, this definition is vague and leads to problems with operationalizing this 
concept (Hemmingson & Jonsson, 2005). Therefore, a clearer definition of participation 
needs to be discussed before defining community participation. 
This dissertation includes three studies investigating community participation. These 
studies were undertaken to understand 1) whether any existing measurement tools could 
be used to evaluate community participation; 2) how homeless adults participate in the 
community; and 3) which factors are associated with the community participation of 
homeless people. 
Study 1 aimed to operationalize community participation, and identifY the 
relevant instruments available to measure community participation. Although community 
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participation has been regarded as a rehabilitation goal and has been addressed in 
multiple studies, there is no consensus on its defmition in the existing literature (Brown et 
al. , 2004; U.S. Department ofHealth and Human Services, 2011). Community 
participation is conceptually part of participation, which has been vaguely defined in the 
ICF as "involvement in life situations" (World Health Organization, 2001). Therefore, we 
need to elaborate on the operational definition of community participation in order to 
guide the selection and development of measurements. I reviewed the published 
instruments that measure community participation, and examined how community 
participation was assessed by using the ICF classification system as the framework for 
content analysis. 
Study 2 investigated the community participation of homeless people. Although 
community participation has been studied in numerous populations (Huebner et al., 2003; 
Kaplan, Salzer, & Brusilovskiy, 2012; Verdonschot, De Witte, Reichrath, Buntinx, & 
Curfs, 2009), no study has examined the full scope of community participation in the 
homeless population. For homeless people, taking part in work, social, and leisure 
activities is critically meaningful, not only because these activities all contribute to 
maintaining one' s independent life and well-being, but also because homeless individuals 
long to fit in and be part ofthe community (Y anos et al. , 2004; Y anos et al. , 2007). This 
study surveyed individuals who were currently homeless or housed through housing 
programs to understand which community activities they participated in. The fmdings 
were compared with literature on the general population. 
In addition, the association between homeless individuals' community 
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participation and their self-perceived health and quality of life (QOL) were examined. 
Past literature indicates that community participation is positively associated with health 
and quality of life in people with disabilities (Barker et al., 2009; Chan, Krupa, Lawson, 
& Eastabrook, 2005; Huebner et al., 2003). By examining the associations between 
community participation and health and QOL, we can better understand the significance 
of community participation, and the relationship between participation behaviors and the 
subjective well-being ofhomeless individuals. 
Study 3 was conducted to identify factors associated with community 
participation among homeless people. Based on the ICF, participation is the result of a 
complex interaction of an individual's health, body structure and function, activity, and 
personal and environmental factors (see Figure 1) (World Health Organization, 2001). 
Numerous existing studies strengthened this postulation and verified that community 
participation is associated with impairments, activity limitations, and personal and 
environmental factors in people with disabilities. However, research that adopted a 
systematic approach to investigate factors of community participation in people who are 
homeless was missing from the literature. While diminishing social isolation and 
increasing community integration are urgent needs for the homeless population, it is 
important to identify the potential barriers as well as facilitators that may influence their 
community participation. 
5 
C Health Condition ) ...__ ____. 
~, ..... , 
Bod~t~~~~· & -.( Activity )-.( Participation ) 
(lmpalnnflntJI) (Umlt.rlons) (Reatrlctlons) 
Contextual factors 
( Personal factors) 
Figure 1. The ICF Model 
Both study 2 and study 3 consist of secondary data analyses of an on-going 
longitudinal study designed to investigate the effects of a life skills intervention on 
housing independence and community integration in chronically homeless individuals. 
The larger study, begun in 2009, planned to recruit 300 homeless adults, and included 
data collection at baseline, post-intervention and 4-8 follow-up time points over three 
years. Subjects were assigned to either the experimental or control groups by a process of 
random assignment. Since this parent study is still on-going, only 130 participants have 
been recruited at this time. After eliminating participants who withdrew or did not 
complete baseline assessments, a final sample of 104 was left for analysis. The 
characteristics and more details of the sample will be described later in each study. 
The three studies in this dissertation contribute independently to the knowledge 
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base of community participation in people with rehabilitation needs. Findings from these 
studies will provide researchers and practitioners with a broad and deep understanding of 
the concept of community participation, as well as its influence, pattern, and difference 
among people who are homeless. The study results will also provide rich information to 
guide future research direction in rehabilitation. 
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STUDY! 
Community Participation Measures for People with Disabilities: A Systematic 
Review of Content from an ICF perspective . 
Previously published as Chang, F., Coster, W. J., & Helfrich, C. A. (2013). Community 
participation measures for people with disabilities: A systematic review of content 
from an international classification of functioning, disability and health perspective. 
Archives of Physical Medicine and Rehabilitation, 94(4), 771-781. Reprinted with 
permiSSIOn. 
Abstract 
Objective: To identify instruments that measure community participation in people with 
disabilities and to evaluate which domains, to what extent, and how precisely they 
address this construct. The review aims to provide information to guide selection of 
community participation instruments and to identify limitations of existing measures. 
Data sources: A systematic search was performed in PubMed, CINAHL and PsychiNFO 
in February and March 2012. The latest systematic reviews and references of searched 
articles were also reviewed to check for measures that were not identified in the initial 
search. 
Study Selection: Instruments were included if they: 1) were a self-report questionnaire; 
2) measured community participation, participation, or community integration; 3) 
measured actual participation (rather than subjective experience); 4) had available 
information on the instrument content and measurement properties; 5) were designed for 
adults; 6) were applicable for all disabled populations. 
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Data Extraction: Instruments were obtained from identified full-text articles, reference 
lists or websites. Two researchers independently reviewed each selected instrument to 
determine which items measure community participation. These items were then 
classified using nine community participation domains from the ICF to reflect each 
instrument' s domain coverage. 
Data Synthesis: 17 instruments were identified as containing community participation 
items, two of which were comprise totally of community participation items. The 
remaining instruments included 8. 7% to 73.1% items measuring community participation. 
The coverage varied from 3 to 8 domains across the instruments. 
Conclusions: None of the 17 instruments covered the full breadth of community 
participation domains, but each addressed community participation to some extent. New 
instruments that evaluate community participation more comprehensively will be needed 
in the future. 
Key Words: Community participation, Instruments, Review, ICF 
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Introduction 
Community participation has been regarded as a key indicator of successful 
rehabilitation for people with disabilities (Brown et al. , 2004; U.S. Department of Health 
and Human Services, 2011). The U.S. Department of Health and Human Services (2011) 
listed "participating in community activities" as one of the health goals for people with 
disabilities (U.S. Department ofHealth and Human Services, 2011). Community 
participation is also related to other important outcome indicators such as quality of life, 
social functioning, and health (Huebner, Johnson, Bennett, & Schneck, 2003). A lack of 
community participation is related to the emergence of depressive symptoms, functional 
limitations, morbidity, and mortality (Ahem & Hendryx, 2008; Due, Holstein, Lund, 
Modvig, & Avlund, 1999; Mayo, Wood-Dauphinee, Cote, Durcan, & Carlton, 2002; 
Unger, MeA vay, Bruce, & Berkman, 1999). Despite its significance, however, there is 
lack of consensus on the definition, operationalization, and measurement of community 
participation (Heinemann, 2010). Before introducing the concept of community 
participation, the definition of participation should be clarified. 
The World Health Organization (WHO) International Classification of 
Functioning, Disability and Health (ICF) defined participation as involvement in life 
situations (World Health Organization, 2001 ). The definitions of "involvement" 
incorporate taking part, being included or engaged in an area of life, being accepted, or 
having access to needed resources. However, this definition of participation is vague and 
leads to problems operationalizing this concept (Hemmingson & Jonsson, 2005). Many 
researchers have proposed further clarification of the definition provided by the ICF. 
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Perenboom and Chorus defined participation as being autonomous to some extent or 
being able to control one ' s own life, including the ability to fulfill personal goals and 
societal roles (Perenboom, 2003). Brown and colleagues (2004) interpreted participation 
as active engagement in activities that are intrinsically social and are part of household, 
occupational, or recreational activities occurring in community settings. Whiteneck and 
Dijkers asserted that participation refers to the fulfillment of social roles and performance 
at the societal level (Whiteneck & Dijkers, 2009). According to these definitions, 
participation includes social interaction with the environment while getting involved in 
various life situations. 
With a clearer understanding of participation, the concept of "community 
participation" can be defined. In current literature, different domains of participation are 
often distinguished in instruments that intend to measure participation (Eyssen, 
Steultjens, Dekker, & Terwee, 2011). Among all of the content areas of participation, 
those that are outside of home or involve fulfilling roles outside of the household, which 
can refer to community in a broad sense, should be separated from those involving 
household life only. Participating in activities outside of the household requires different 
or even advanced capabilities, such as mobility in the community and socializing with 
more people (Cole & Donohue, 2011; Riggins, Kankipati, Oyster, Cooper, & Boninger, 
2011). Therefore, the concept of community participation should be distinguished from 
the domestic life domain by including engagement in vocational, social (outside of the 
household), and other community roles. Community participation can then be defmed as 
active involvement in activities that are intrinsically social and either occur outside of the 
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home or are part of a non-domestic role. It is important to note that this definition 
emphasizes connection to the community, but does not necessarily require physical 
presence in the community. Thus, for example, working on a civic task from home would 
still be considered community participation. The phrase "instrinsically social" indicates 
that the participation either directly invovles interaction with other people, or is in a 
situation with a high likelihood that there will be other people with whom an individual 
may interact. "Non-domestic roles" include all roles that are not part of the family role or 
not typically part of institutional life. For example, non-domestic roles include one' s role 
as a worker, a friend, a neighbor, or a community member. Some participation belongs to 
non-domestic roles even if it occurs at home, such as calling a friend, hosting a party, or 
writing to a friend. This definition of community participation will be consistently used in 
this paper. 
Given this definition of community participation, the next step is to determine 
how to measure it. Although there have been a few previous reviews of instruments that 
measure participation or community integration (Eyssen et al. , 2011; Perenboom, 2003 ; 
Salter, McClure, Foley, & Teasell, 2011), it is unclear whether and how existing 
instruments address community participation in detail. Since community participation 
represents a different domain than home participation, it needs to be measured separately. 
Without separating measurement of community participation from participation, we may 
not get an exact picture ofhow individuals participate in activities outside of the 
household or institution. This question is particularly relevant for populations such as 
persons who are homeless or who have recently left institutions. 
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In discussions of participation, two dimensions are usually distinguished: 
objective and subjective (Brown et al. , 2004). The objective dimension is operationalized 
as behaviors that can be observed (Hemmingson & Jonsson, 2005). Objective indicators 
include such features as frequency, intensity, length, and variety of activities performed 
outside ofthe household. The subjective dimension, such as perception of involvement or 
sense of belonging and satisfaction with engagement in community activities, addresses 
the individual's internal experience (Brown et al. , 2004). Although objective and 
subjective dimensions are equally important in understanding community participation, 
they have very distinct functions. Objective measures reflect individuals' observed or 
reported performance and provide quantifiable information in a more standardized way 
that can be used for detecting treatment effects and comparing results across different 
contexts or populations (Coster & Khetani, 2008; Coster et al., 2011). Subjective 
information can help the interpretation of objective results by providing insight into the 
meaning and affective experience associated with participation (Ueda & Okawa, 2003). 
This study focuses on objective measures of community participation as the first step 
toward identifying useful measurement tools for quantifying community participation of 
people with disabilities. 
The purposes of this review include: 1) identifying and describing instruments 
that measure community participation; 2) examining to what extent the overall concept of 
community participation is represented in these instruments; 3) examining how 
extensively and frequently the community participation domains identified within the ICF 
are addressed by these instruments. The results can provide rich information about the 
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features and limitations of existing measures, and guide selection of instruments for the 
practitioners and researchers who plan to measure community participation. 
Method 
Search strategy 
A comprehensive literature search was carried out between February and March 
2012 to identify instruments that assess community participation. The following search 
terms were entered in the online databases MedLine (PubMed), CINAHL and 
PsychiNFO (up to 2012): (("participation," "community integration" or "community 
functioning) and ("instrument," "outcome measure," "scale" or "questionnaire")). These 
databases were deemed broad enough to identify relevant instruments. The specific set of 
terms were selected in order to efficiently locate literature related to instruments and limit 
articles that involved other applications of the term "participation". In addition the latest 
systematic reviews were consulted to check for measures that were not identified in the 
initial search. We also checked reference lists to retrieve studies that were related to 
instruments identified in the initial searches. 
Screening Abstracts and Articles 
We reviewed the abstracts based on the following eligibility criteria: the articles 
(1) were journal articles (excluding dissertation abstracts); (2) were published in English; 
(3) included adults as the study population; (4) evaluated or used at least one instrument 
that primarily aimed to measure community participation, participation, community 
integration or relevant aspects of our working definition of community participation 
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(concepts such as quality of life, autonomy and functioning were not included.) For 
abstracts that met these criteria, full-text articles were obtained and double-checked for 
eligibility. 
Data extraction 
We applied two stages of data extraction to identify instruments to be reviewed in 
this study. At the first stage, each full-text article was screened to select suitable 
instruments using the following inclusion criteria: the instrument (1) was published in 
English ; (2) was a self-report questionnaire; (3) measured community participation, 
participation, or community integration, including those that evaluated a combination of 
home and community participation; (4) measured actual participation (the objective 
dimension of participation); (5) had available information on the instrument content and 
measurement properties on published articles or other accessible resources. 
At the second stage, several exclusion criteria were applied to screen out the less 
relevant instruments for this study. The instruments were excluded if they: (1) were 
developed for teens and children; (2) had less than three items measuring participation; 
(3) measured only one specific domain of community participation (e.g., work 
participation, religious participation, or social participation); (4) measured only home 
(domestic) participation; (5) measured only the subjective dimension of community 
participation (e.g. , perception, importance, independence, difficulty, satisfaction, 
autonomy, desirability, choice, and control); (6) were not framed in a generic fashion 
therefore could only be used in a specific population (e.g., wheel chair users), Since 
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community participation is a critical rehabilitation goal across populations, we focused on 
reviewing comprehensive generic instruments instead of domain-specific or condition-
specific instruments. For instance, the Sydney Psychosocial Reintegration Scale (SPRS) 
was designed for traumatic brain injury (TBI) patients (Tate, Hodgkinson, Veerabangsa, 
& Maggiotto, 1999). All ofthe items ask "Has (the life situation) changed because ofthe 
injury," which would not be meaningful to individuals whose disability was not caused 
by injury. 
Data analysis 
To identify the community participation items in each instrument, all of the 
selected instruments were analyzed item-by-item independently by two researchers. The 
two researchers had reached consensus about the assessment criteria and classified the 
items within each instrument based on the working definition of community participation. 
The items that were classified as measuring community participation were coded as 
"yes"; items not measuring community participation were coded "no". If an item refered 
to something that is very often done alone and/or at home, or if the item wording did not 
specify whether the conditions were alone or with others outside of the household (e.g., 
working on a hobby; driving a car), it was classified as not measuring community 
participation. If the item was vague (i.e. , it included both community participation and 
non-community participation), it was coded as "unclear." For example, the item "using 
transportation" can be either social or not social (e.g. , using public transportation is 
instrisically social, but driving alone is not); in the item "exercise and sports," exercise 
may be done either alone or without other, but sports always involves others. The number 
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and percentage of community participation items (the "yes" items) were calculated for 
each selected instrument. 
To examine the content coverage of each instrument, the number of ICF domains 
that each instrument covers was calculated. The ICF has a nested classification system in 
which broader categories are defined to include more detailed subcategories. It uses an 
alphanumeric system ("d" is for activities and participation) accompanied with numeric 
codes that start with the chapter number (one digit), followed by the second level (two 
digits) and the third level (one digit). For example, d920 is a second level classification, 
and d9200 is a third level classification. Codes with three levels are the most specific. 
Because we were interested in classifying the items as they are written, we did not apply 
the linking rules developed by Cieza et al. , which would have required breaking down 
complex items into their different constructs (Cieza, Brockow, Ewert, Amman, Kollerits, 
Chatterji, Dstlin, Berdihan, Stucki, 2002). 
The domain coverage of each instrument was examined both on a broad and a 
precise level. On a broad level, the items in each instrument were classified into one of 
the community participation domains. The ICF includes nine chapters, which the manual 
specifies can be used for activity or participation coding. Whiteneck and Dijkers have 
proposed that three of the chapters should be allocated to participation including Chapter 
7 (Interpersonal interactions and relationships), Chapter 8 (Major life areas), Chapter 9 
(Community, social, and civic life), and one section (d660) of Chapter 6 (Domestic life) 
(Whiteneck & Dijkers, 2009). Following Whiteneck and Dijkers's suggestion, we 
selected the sections within these chapters that are potentially relevant to "community 
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participation" as we defined it to classify the items. Accordingly, the items were 
classified into one of nine main domains of community participation: (1) assisting others 
(who do not live in the same household) (d660), (2) particular interpersonal relationships 
(d730-d779), (3) education (d810-d839), (4) work and employment (d840-d859), (5) 
economic life (d860-d879), (6) community life (d910), (7) recreation and leisure (d920), 
(8) religion and spirituality ( d930), and (9) political life and citizenship ( d950) (See table 
1 ). If items were not covered in one of these 9 domains, they were classified as "other." 
For example, the items "using public transportation" and "go to support groups or self-
help meetings" are not codable into one of these 9 ICF domains, but do fit the definition 
of community participation. These items thus were classified as "other." 
Some items included multiple domains and were therefore hard to classify. For 
example, "Do you choose to take part in social activities (examples of social activities are 
community and religious activities, meeting up with friends, going to clubs)" covered 
community life (d910), recreation and leisure (d920) and religion and spirituality (d930). 
In this case, the two researchers tried to determine a primary category for this item (in 
this case, d920 is possibly the best fit because "meeting up with friends & going to clubs" 
both belong to this category), but gave multiple codes to this item (d910/d920/d930). 
However, if an item was too general to allow the researchers' decision on classification, 
such as "Have you been to a public event," it was put in the "other" domain. 
To examine how those instruments address community participation domains on a 
more precise level, we coded each community participation item with the most precise 
ICF participation code (e.g., the item "going to a theater" can be coded as d9202 instead 
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of d920), and calculated how many times these more precise codes were addressed by 
each instrument (in each of the nine ICF domains). By comparing the number of precise 
items with the number of total community participation items, we could see how 
precisely these community participation items address ICF participation domains. In 
contrast, if the item content was unspecified or was not linkable to a more precise 
category, it was given a higher-level code. For example, "work for money" does not 
specify whether it is self-employment (d8500), part-time employment (d8501) or full-
time employment ( d8502), so it had to be coded as d850. 
This classification process allowed us not only to compare the domain coverage 
of these instruments, but also to see how many items address each of the nine domains 
and whether each domain had been addressed equally in each instrument. Moreover, we 
could also see whether community participation is addressed by the instruments on as 
precise level as defined by the ICF. 
Results 
Data extraction 
The instrument search process is shown in Figure 2. The systematic search 
yielded a total of 13 72 publications, of which 313 studies were eligible for further 
evaluation. From these studies, we identified 76 potentially relevant measures, 51 of 
which met the inclusion criteria. Of these 51, 3 5 measures were excluded using the 
exclusion criteria, resulting in 16 instruments identified as capturing community 
participation as previously defined. One additional instrument, Client's Assessment of 
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Strengths, Interests, and Goals (CASIG) was not identified during the search process, but 
was known to the authors and was included since it met all inclusion criteria (Wallace, 
Lecomte, Wilde, & Liberman, 2001). It was therefore included for analysis. CASIG was 
also the main measure used in the other two studies in this dissertation. These 17 
instruments and the abbreviations of those instruments are listed in Appendix 1. 
Classification of community participation items 
The two raters independently coded 942 items from the 17 instruments to 
determine whether items measured community participation. Interrater agreement 
between the two raters was 96.8% (kappa=0.903, p<0.001). The number and percentage 
of community participation items in each instrument are summarized in Table 2. Of the 
17 selected instruments, the ICI and MSPP contained 100% community participation 
items. The rest of the instruments included between 8.8% to 73.1% items measuring 
community participation. 
The community participation items were written in several different formats (see 
Appendix 2). The items primarily measured four aspects of objective community 
participation: (1) occurrence (e.g., using a dichotomous (yes/no) scale or a checklist of 
community activities); (2) frequency (e.g., never/less than once a week/1-2 times a 
week/most days); (3) intensity (e.g., hours per week); and (4) social level (e.g., yourself 
alone/yourself and someone else). Of the 17 selected instruments, 3 instruments included 
items measuring variety of community participation, 13 instruments included items 
measuring frequency, 5 instruments included items measuring intensity, and 3 
instruments included items measuring social level of community participation. Some 
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instruments included more than one item format. For example, POPS includes both 
frequency and intensity items; CIQ includes items addressing frequency, intensity and 
social level. 
Community participation domain coverage 
The instruments' coverage of the 9 ICF community participation domains is 
shown in Table 3. The number of domains covered by each instrument is varied, and no 
instrument covered all 9 domains. CPI, ILSS, KAS, and SFS showed the greatest 
coverage, with items from 8 out of 10 (including other) domains of community 
participation. On the other hand, F AI and KAP covered the fewest (3) domains of 
community participation. Of the 9 ICF domains, recreation and leisure (d920) was the 
domain covered by all instruments except CHART, and all instruments except GCPLA 
and ICI covered work and employment (d840-4859). Only 2 instruments (KAS and 
MSPP) covered assisting others (d660), and only 3 instruments (CASIG, CPI and ILSS) 
covered political life and citizenship ( d950). 
The number of precise community participation items was calculated and 
compared with the total number of community participation items and the number for 
each of the nine domains (see Table 4). Overall, instruments ranged from 42% (MSPP) to 
86% (CHART) of precise-level community participation items. None ofthe instruments 
include 1 00% precise items. 
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Discussion 
In contrast to other systematic reviews that focus on reviewing the psychometric 
properties of instruments, this study focused on content analysis and compared content 
across the identified instruments. This analysis not only examines how the construct of 
community participation has been addressed by existing instruments, but also helps 
identify the limitations of these instruments and thereby can guide the development of a 
better measure. 
Seventeen instruments were identified that capture community participation based 
on our working definition. Of the 17 measures, ICI and MSPP consist entirely of 
community participation items; however, they fail to demonstrate comprehensive domain 
coverage either on a broad level or on a precise level. Neither ICI nor MSPP covers all 9 
ICF community participation domains. The ICI covers 5 out of 9 domains of community 
participation with only 67% of the items fitting the most precise level of ICF categories. 
The MSPP covers 6 out of 9 domains of community participation but only 42% of the 
items fit the most precise level of ICF categories. On the other hand, the KAS covers 
community participation most extensively (eight out of nine domains of community 
participation). However only 11% of the items measure community participation, and the 
majority of items assess irrelevant concepts (e.g., symptoms, activity and home 
participation). 
Overall, we identified a number of common limitations shared by the instruments 
reviewed. We found very few instruments simply assess community participation 
consistent with our working definition. This finding may be due to the fact that 
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community participation is a recently developed concept, and there is not full consensus 
on its definition and operationalization(Coster & Khetani, 2008). Given this challenge, it 
was important for us to establish a clear operational definition of community participation 
from the literature to guide the selection of measures. We were guided by suggestions 
from Whiteneck and Dijkers (2009) and Brown et al. (2004) in conceptualizing 
participation defined by the ICF and generated a working definition of community 
participation by distinguishing participation in the community from participation at 
home. We found, however, that most of the relevant instruments measured a mixture of 
concepts, such as activity, functioning, symptoms, and participation (both home and 
community), and did not consider community participation as a distinct concept. 
The second limitation is that no single instrument covered the full breadth of 9 
community participation domains that we identified. Some domains are missing in most 
of the instruments. For example, assisting others was only assessed by KAS and MSPP; 
political life and citizenship was only assessed by CASIG, CPI and ILSS. Religion and 
spirituality, education, and community life are also missing in many of the instruments. 
These domains are all important aspects of community participation. Failing to include 
these domains may affect an instrument's validity and limit its usefulness as a measure of 
individuals' reported participation in the community. 
It is important to note that Whiteneck and Dijkers' classification of participation 
has limitations as a guide to identifying domains of community participation. For 
example, using public transportation, which belongs to ICF chapter 4, is not considered 
"participation" by Whiteneck and Dijkers (Whiteneck & Dijkers, 2009). However, these 
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items fit the definition of community participation because they are usually "intrinsically 
social" and "happen outside of the household." Similarly, items related to healthcare 
utilization (e.g., "go to see a doctor") are in ICF chapter 5 and fit the definition of 
community participation, but are not regarded as "participation" by Whiteneck and 
Dijkers (Whiteneck & Dijkers, 2009). These examples suggest that more discussion may 
be needed to determine the domains of community participation. 
The third common limitation of these instruments is that many of the items 
measure community participation in a broad way. For example, many measures simply 
use the item "write letters" to represent participation in particular interpersonal 
relationships. The ICF recognizes different types of "interpersonal relationships" such as 
friends, neighbors and peers. If an instrument treats these diverse relationships as a single 
concept, the measure may lose precision and may not detect important differences in 
participation among individuals. 
We also noted that the reason that some items could not be linked to a more 
precise level of community participation was due to limitations of the ICF classification 
system itself. Some of the ICF categories include a relatively narrow range of more 
specific codes. For instance, under recreation and leisure, there is no code for "eating 
out," "dancing" or "sport spectator," although these are all activities that people involved 
in the community attend commonly and that are represented in one or more instruments. 
The other limitation of the ICF is that some ofthe codes are embedded in other codes 
(e.g., d7500-d7603 and d9205 are all about socializing) so that it was hard to decide 
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which code should be used for the items. A more distinct definition for each code would 
be helpful for users. 
Finally, although numerous dimensions (e.g., variety, frequency, intensity, and 
social level) contribute to the construct of community participation, most of the 
instruments only assess one dimension. For example, CASIG, ICI and ILSS evaluate the 
variety of community participation by using a dichotomous checklist; F AI, KAP, KAS, 
LLFDI, MSPP, and SFS only evaluate the frequency of participation. Even within the 
same dimension, instruments may use different response formats. For example, PAR-
PRO assesses frequency with actual number of times the person participated (e.g., once 
every 3-4 weeks/ once every 2 weeks ... etc.), while KAP assesses frequency without an 
actual number (e.g., most of the time/some of the time ... etc.). Differences in these 
assessment formats may make it difficult for researchers to compare study results 
assessed by different measures. 
Regardless of the response format, a common limitation in the use of these 
instruments is that summary scores can only be used to examine relative differences 
between individuals or groups. They do not include a method to determine whether their 
participation would be considered healthy or fits the social norm. This point relates to a 
conceptual debate about whether there is a normative standard inherent in the construct of 
participation. If the normative pattern of participation can be defmed in a given context, 
one can generate an evaluative conclusion (e.g., "good" or "better" participation), and a 
practitioner would have a better sense of whether a person needs more services or 
assistance (Coster et al., 2011). However, it is unclear whether general population norms 
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are appropriate for measuring objective participation of people with disabilities 
(Whiteneck & Dijkers, 2009). It is also unclear how the threshold for "good 
participation" is defined in different communities with different cultures. All these issues 
make measuring community participation challenging and may affect the conclusions that 
can be drawn from evaluation results. 
These limitations suggest a number of areas that need to be improved to measure 
community participation. New instruments with a better design and more complete 
content coverage are needed to support effective assessment of community participation 
by individuals with disabilities. 
Study limitations 
Several limitations should be noted in this study. First, we only reviewed 
instruments that have information available on instrument content and measurement 
properties published in English, which may lead to the possibility that we overlooked 
other instruments. Second, this study only reviewed instruments that measure objective 
community participation and did not include subjective instruments. Although subjective 
assessments of participation are conceptually distinct from objective assessments of 
participation performance (Whiteneck & Dijkers, 2009), we cannot ignore the fact that 
subjective dimensions such as satisfaction, importance and self-perceived difficulties are 
important aspects of one's participation experience (Ueda & Okawa, 2003). Therefore, a 
future review of subjective measures of community participation is also needed. 
Third, our review of instruments was restricted to generic instruments and 
excluded condition-specific instruments. Although this strategy helped identify 
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instruments that can be used broadly across populations, we had to sacrifice some 
potentially relevant instruments that were designed for specific populations. Thus, if 
practitioners or researchers are interested in measuring community participation in a very 
specific population (e.g., measuring TBI patients before and after injury), other 
instruments that are not included in this review may be considered. 
Finally, unlike traditional systematic reviews, this review focused on content 
analysis of the instruments rather than evaluation of measurement properties (e.g. , 
reliability and validity). Since most of the instruments only had a certain number of items 
that fit the working definition of community participation, the validity and reliability of 
the overall instrument could not be readily determined. 
Conclusion 
Results of this systematic review identified 17 instruments that assess community 
participation. However, no single instrument was fully satisfactory for measuring 
community participation. Most of the instruments address community participation to a 
limited extent, and do not cover the full breadth of community participation domains. 
This study contributes to the growing body of literature regarding measurement of 
community participation. Future research is needed to develop a new measure of 
community participation with greater coverage of community participation based on the 
ICF. 
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Appendix 1. Instruments that measure community participation 
Instrument name Abbreviation Reference 
Activity Card Sort ACS (Baum & Edwards, 2008) 
Client's Assessment of Strengths, CASIG (Wallace et al. , 2001) 
Interests and Goals 
Craig Handicap Assessment and CHART (Whiteneck, Charlifue, Gerhart, 
Reporting Technique Overholser, & Richardson, 1992) 
Community Integration Questionnaire CIQ (McColl, Davies, Carlson, 
Johnston, & Minnes, 2001) 
Community Participation Indicators CPI (Heinemann et al., 2011) 
Frenchay Activities Index FAI (Holbrook & Skilbeck, 1983) 
Guernsey Community Participation GCPLA (Baker, 2000) 
and Leisure Assessment 
Independence Living Skills Survey ILSS (Wallace, Liberman, Tauber, & 
Wallace,2000) 
Index of Community Involvement ICI (Ager, Myers, Kerr, Myles, & 
Green, 2001) 
Katz Adjustment Scale KAS (Katz & Lyerly, 1963) 
Keele Assessment of Participation KAP (Wilkie, Peat, Thomas, Hooper, & 
Croft, 2005) 
Late-Life Function and Disability Lat'e-Life FD I (Jette et al. , 2002) 
Instrument 
Maastricht Social Participation Profile MSPP (Mars et al. , 2009) 
Participation Assessment with PART-0 (Whiteneck et al. , 2011) 
Recombined Tools-Objective 
Instrument of Home and Community PAR-PRO (Ostir et al. , 2006) 
Participation 
Participation Objective Participation POPS (Brown et al. , 2004) 
Subjective 
Social Functioning Scale SFS (Birchwood, Smith, Cochrane, 
Wetton, & Copestake, 1990) 
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Appendix 2. The question and response formats of community participation items in each 
instrument 
Instruments Question Response 
ACS Place the cards in the category ·that 
best describes your involvement 
with the activity 
1: do now/0.5: do less/0: given up/1: done 
previously 
CASIG In the last 3 months, did you ... Yes/No 
CHART 
CIQ 
CPI 
FAI 
GCPLA 
How many 
relatives/friends/ strangers/business 
or organizational associates do 
you ... at least once a month 
Number of people 
How many hours per week do you Number of hours 
spend in .. . 
Please choose the answer that best Full-time (more than 20 hrs/week)/ part-time 
corresponds to your current (during (less than or equal to 20 hrs/week)/ not 
the past month) school or training working (not/actively looking for work)/not 
program situation/work situation attending school or training program 
In the past month, how often did Never/1-4 times/5 or more 
you participate in .. . 
Who usually does .. . 
.. . do you usually do this alone or 
with others? 
How often you do the activity 
Is the activity is important to you? 
Are you doing this activity 
enough? 
Yourself alone/ yourself and someone else/ 
someone else 
Mostly alone; mostly with friends who have 
head injuries/ mostly with family members/ 
mostly with riends who do not have head 
injuries/ with a combination of family and 
friends 
0: none/ 1: 1-2 days/ 2: 3-4 days/ 3: 5-6 days/ 
4: 7 days 
Yes/No 
Enough/not enough/ too much 
In the last 3 months how often have 0: never/ 1: less than once a week/2: 1-2 times 
you undertaken. . . a week/ 3: Most days 
0: never/ 1: 1-2 times in three months/ 2: 3-12 
times in three months/ 4: at least weekly 
In the last 6 months how often have 0: never/ 1: 1-2 times in six months/ 2: 3-12 
you undertaken .. . times in six months/ 4: at least fortnightly 
0: never/ 1: light/ 2: moderate/ 3: all necessary 
0: none/ 1: one in six months/ 2: less than one 
each fomight/ 3: more than one a fomight 
0: none/ 1: up to 10 hours/week/2: 10-30 
hours/week/3: over 30 hours/week 
The frequency of participation over 1: less than every 3 months/ 2: every 3 months 
the previous 6-month period and or more frequently/ 3: monthly or more 
rate this on a five-point scale frequently/ 4: weekly or more frequently/ 5: 
daily or more frequently 
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ICI 
n.ss 
Support 
In the past month, have you 
participated in .. . 
In the last 30 days, did you? 
Supervised/ accompanied/ alone/ with a peer 
group 
Yes/No 
Yes/No 
KAP During the past 4 weeks, I.. . as and All the time/ most of the time/ some of the 
when I have wanted time/ a little of the time/ none of the time 
KAS Frequency of participation Not doing/ doing some/ doing regularly 
LLFDI How often do you... Very often/ often/ once in a while/ almost 
never/ never 
MSPP Number of times done in the past Not at all/less than once a week (1-3 times)/ 
four weeks once or twice a week ( 4-8 times)/ more than 
twice a week (9 times or more) 
PAR-PRO Frequency of participation 0: Did not participate in this life situation/ 1: 
participated monthly (once every 3-4 weeks)/ 
2: participated bi-weekly (once every 2 
weeks)/ 3: participated weekly ( 1-4 days per 
week)/ 4: participated daily/almost daily (5 or 
more days per week) 
PART-0 In a typical week (month), how 0: none/ 1: 1-4 times/ 2: 5-9 times/ 3: 10-19 
POPS 
SFS 
many times do you... times/ 4: 20-34 times/ 5: 35 or more times/ 9: 
don't know/ not sure/ refused 
In a typical week, how many hours 0: none/ 1: 1-4 hours/ 2: 5-9 hours/ 3: 10-19 
do you... hours/ 4: 20-34 hours/5: 35 or more hours/ 9: 
In a typical week, how many days 
do you ... 
In a typical month, how many 
times do you ... 
Domestic life (proportion of what 
occurs in a household performed 
by the person) 
Interpersonal interactions and 
relationships/ Community, 
recreational and civic life 
(frequency per day/week/month) 
Major life areas/Transportation 
(hours per day/week/month) 
Over the past three months, how 
often do you ... 
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don't know/ not sure/ refused 
0: none/ 1.25: 1-2 days/2.50: 3-4 days/ 3.75 : 
5-6 days/ 5: 7 days/ 9: don't know/ not sure/ 
refused 
0: none/ 1: 1 time/ 2: 2 times/ 3: 3 times/4: 
times/ 5: 5 or more times/ 9: don't know/ not 
sure/ refused 
All/ most/ some/ none 
Frequency per day/week/month 
Hours per day/week/month 
Never/ rarely/ sometimes/ often 
Table 1. ICF chapters and domains of community participation 
ICF Chapters Domains of community Item examples 
participation 
Chapter 6. Domestic life 
Chapter 7. Interpersonal 
interactions and 
relationships 
Chapter 8. Major life areas 
Chapter 9. Community, 
social, and civic life 
Assisting others ( d660) 
Particular interpersonal 
relationships ( d730-d779) 
Education ( d81 O-d83 9) 
Work and employment 
( d840-d859) 
Economic life ( d860-d879) 
Community life (d910) 
Have you offered any of 
your friends or 
acquaintances practical 
help, such as doing the 
shopping, giving them a 
lift, doing odd jobs or 
filling in forms (MSPP) 
Get along with your 
coworkers (ILSS) 
Go to classes or participate 
in learning activities (CPI) 
Work at a volunteer job 
outside your home 
(LLFDI) 
Local shopping (F AI) 
Been to a social club (ICI) 
Recreation and leisure ( d920) Bowling (ACS) 
Religion and spirituality Goes to church (KAS) 
(d930) 
Political life and citizenship 
(d950) 
Are you currently 
registered to vote (ILSS) 
Other Using buses, trains etc 
(SFS) 
Abbreviations: ACS: Activity Card Sort; CPI: Community Participation Indicators; FAI: 
Frenchay Activities Index; ICI: Index of Community Involvement; ILSS: Independence 
Living Skills Survey; KAS: Katz Adjustment Scale; MSPP: Maastricht Social 
Participation Profile; SFS: Social Functioning Scale 
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Table 2. Number (N) and percentage(%) of the community participation (CP) items 
Instrument Total CP item{%} Non-CP item(%} Unclear item{%} 
ACS 80 23 (28.8%) 56 (70.0%) 1 (1.3%) 
CASIG 228 20 (8.8%) 206 (90.4%) 2 (0.9%) 
CHART 32 7 (21.9%) 24 (75.0%) 1 (3.1 %) 
CIQ 15 9 (60.0%) 6 (40.0%) 0 (0%) 
CPI 68 12 (17.7%) 54 (79.4%) 2 (2.9%) 
FAI 15 3 (20.0%) 10 (66.7%) 2 (13.3%) 
GCPLA 49 36 (73 .5%) 12 (24.5%) 1 (2.0%) 
ICI 15 15 (100%) 0 (0%) 0 (0%) 
ILSS 70 20 (28.6%) 49 (70.0%) 1 (1.4%) 
KAP 14 6 (42.9%) 7 (50.0%) 1 (7.1 %) 
KAS 166 19 (11.5%) 146 (88.0%) 1 (0.6%) 
LLFDI 16 8 (50.0%) 3 (18 .8%) 5 (31.3%) 
MSPP 26 26 (100%) 0 (0%) 0 (0%) 
PAR-PRO 20 8 (40.0%) 10 (50.0%) 2 (10.0%) 
PART-0 17 9 (52.9%) 4 (23.5%) 4 (23.5%) 
POPS 26 19 (73. 1%) 6 (23.1 %) 1 (38.5%) 
SFS 85 32 (37.7%) 50 (58.8%) 3 (3.5%) 
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Table 3. Each instrument's domain coverage of community ~artici~ation 
ICF domains of ACS CASIG CHART CIQ CPI FAI GCPLA ICI ILSS KAP KAS LLFDI MSPP PAR-PRO PART-0 POPS SFS 
community ~artici~ation 
1. Assisting others ( d660) X X 
2. Particular interpersonal 
relationships ( d730-
d779) X X X X X X X X X X X X 
3. Education (d810-d839) X X X X X X X X X X 
4. Work and employment 
( d840-d859) X X X X X X X X X X X X X X X 
VJ 5. Economic life ( d860-VJ 
d879) X X X X X X X X X X X X 
6. Community life ( d91 0) X X X X X X X X X 
7. Recreation and leisure 
(d920) X X X X X X X X X X X X X X X X 
8. Religion and spirituality 
(d930) X X X X X X X X X 
9. Political life and 
citizenship (d950) X X X 
10. Other/nd X X X X X X X X X X 
Table 4. The number and percentage of precise-level community participation items 
Instru- Assist Parti- Edu- Work Eco- Comm Recre- Reli- Politi- Oth Total 
ments -ing cular cation and nomic -unity ation gwn cal life er 
others interper employ- life life and and and 
-sonal ment leisure spiritu- citizen 
relation ality -ship 
shi s 
Number of items at ICF most precise level/ Total community participation items in each 
category 
ACS 3/6 111 3/3 6112 0/1 13/23 (57%) 
CASIG 7/7 111 3/5 3/3 2/2 1/1 011 17/20 (85%) 
CHART 3/3 111 112 1/1 617 (86%) 
CIQ 111 112 2/2 2/4 6/9 (67%) 
CPI 2/3 111 112 111 0/2 0/1 111 011 6/12 (50%) 
FAI 011 111 111 2/3 (67%) 
2/2 7/7 2/2 8/14 111 20/36 GCPLA 0/10 (56%) 
ICI 3/3 111 5/9 111 011 10/15 (67%) 
ILSS 4/5 4/4 4/4 111 2/3 111 1/1 0/1 17/20 (85%) 
2/2 2/2 0/2 4/6 KAP (67%) 
011 112 111 0/1 111 2/2 10110 111 16/19 KAS (84%) 
011 1/1 1/1 2/4 0/1 4/8 LLFDI (50%) 
0/6 3/6 111 0/2 7/10 011 11126 MSPP (42%) 
PAR- 111 112 111 2/3 011 5/8 
PRO (63%) 
1/2 1/1 0/1 111 1/3 0/1 4/9 PART-0 (44%) 
4/6 111 1/2 3/3 3/5 0/1 0/1 12119 POPS (63%) 
5/6 111 1/2 4/4 2/2 9114 111 0/2 23/32 SFS (72%) 
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I Searched publications: n=l372 I 
I Articles meeting eligible criteria: n=413 I 
Duplicates: n=lOO 
I Included articles: n=313 Identified instruments: n=76 I 
I 
Instruments meeting inclusion criteria: I 
n=51 
Excluded instruments: n=35 
Added additional instrument: n=l ]1---~ 
I Final set of instruments: n=l7 I 
Figure 2. Diagram of the systematic searching process 
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STUDY2 
COMMUNITY PARTICIPATION AMONG PEOPLE WHO ARE HOMELESS 
Abstract 
Participation in the community is a pervasive challenge for people who are homeless. 
This study aimed to : (1) provide a thorough description ofhow individuals who are 
homeless participate in diverse community activities, and (2) examine the association 
between community participation and individuals' perceived health and quality of life. 
Participants included 1 07 individuals from six housing programs and one shelter in two 
urban areas. Results showed that the majority ofthe individuals participated in numerous 
health services and social and leisure activities, whereas only a small number participated 
in vocational activities. Community participation was significantly correlated with QOL 
and health. These findings provide a broader picture of community life among homeless 
individuals, in addition to supporting the importance of community participation, by 
demonstrating its association with health and QOL. 
Key words: Community participation, homeless, quality of life, International 
Classification of Functioning, Disability and Health (ICF) 
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Introduction 
Homelessness, a situation where an individual lacks a fixed, regular, and adequate 
nighttime residence, is a growing social and public health problem in developed countries 
(Henry, Boyer, Belzeaux, Baumstarck-Barrau, & Samuelian, 2010). In the U.S., 
approximately 3.5 million people have experienced homelessness, and the number is 
increasing every year (The National Coalition for the Homeless, 2009). In 2011, the 
national rate ofhomelessness was 0.21% (21 homeless people per 10,000 people) in the 
general population (National Alliance to End Homelessness, 2012). 
Previous research has suggested that homeless individuals have great difficulty 
engaging in the community. Without adequate housing, individuals lose a key foundation 
to fulfill other life goals such as employment, education and social activities (Clapham, 
2003). As a result, they may lose valued roles and become disaffiliated from the 
community (Zlotnick, Robertson, & Lahiff, 1999). Failure to be involved in the 
community can lead to isolation, and further influences one's social functioning, health 
and quality oflife (QOL) (Huebner, Johnson, Bennett, & Schneck, 2003). Many 
homeless individuals feel lonely, isolated, and marginalized even after obtaining housing 
(Reirzes, Crimmins, Yarbrough, & Parker, 2011). 
Despite the significance of community participation, there is a lack of consensus 
about its definition, operationalization, and measurement (Heinemann, 2010). The 
concept of community participation comes from the concept of participation, which is 
defmed as "involvement in life situations" by the International Classification of 
Functioning, Disability and Health (ICF) (World Health Organization, 2001). Extending 
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this definition, scholars described participation as social interaction with the environment 
while getting involved in various life situations (Brown et al. , 2004; Whiteneck & 
Dijkers, 2009). Participation can occur in many life areas, while community participation 
specifically implies involvement in roles outside of an institution or household and 
involves other individuals such as friends, neighbors, and co-workers. For the purpose of 
this study, community participation is defined as "active involvement in activities that are 
intrinsically or potentially social and either occur outside of the home or are part of a 
non-domestic role " (Chang, Coster, & Helfrich, 2013). 
Although community participation has been studied in different populations, 
including people with traumatic brain injury (TBI), intellectual disabilities, mental 
illness, and other disabilities (Huebner et al. , 2003; Kaplan, Salzer, & Brusilovskiy, 2012; 
Verdonschot, De Witte, Reichrath, Buntinx, & Curfs, 2009; Y anos, Stefancic, & 
Tsemberis, 2012), none of these studies focused on people who are homeless. Several 
studies have investigated homeless individuals ' involvement in certain areas such as 
social and community activities (Reitzes, Crimmins, Yarbrough, & Parker, 2011; Tsai & 
Rosenheck, 2012; Tucker et al. , 2009) or health services use (Gordon, Haas, Luther, 
Hilton, & Goldstein, 2010; Kim et al. , 2007). However, no research has comprehensively 
examined the full scope of their participation in diverse community activities. Without 
this information, it is unclear how extensively people who are homeless are engaged in 
community life and whether their levels of participation are comparable with the general 
population. 
The purpose of this study was to examine community participation among people 
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who are homeless by exploring the community activities they engage in. With this 
information, we can better understand the community life of individuals who are 
homeless and draw comparisons with patterns identified in the general population. In 
addition, we examined the association between homeless individuals' community 
participation and their health and QOL. Based on evidence in other populations (e.g., 
people with physical disabilities), we hypothesized that community participation is 
positively associated with homeless individuals' health and quality of life (Barker et al., 
2009; Chan, Krupa, Lawson, & Eastabrook, 2005; Huebner et al., 2003). The results were 
expected to shed light on the relationship between community participation and perceived 
well-being, and to help service providers understand the significance of community 
participation in this population. 
Methods 
Design 
This cross-sectional study was part of a randomized controlled, longitudinal 
intervention designed to investigate the effect on housing retention of a life skills 
intervention for chronically homeless individuals. The larger study included 133 
homeless adults and had baseline, post-intervention, and two to three years of follow-up 
data collection. For the purpose of this study, we only used data collected at baseline 
(Tl). Both the larger study and the current study were approved by the University's 
Institutional Review Board. An occupational therapist and a social worker recruited and 
obtained written informed consent from participants. 
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After obtaining consent, the interventionists scheduled a baseline assessment with 
participants and asked them to complete the measures. If a participant had difficulty 
reading or writing, the interviewer read the questions to the participant and helped 
him/her complete the assessments. 
Participants 
Participants were recruited from a homeless shelter (with housing search 
services), two housing search programs, a housing first program, and two housing 
stabilization programs in two major metropolitan areas in the Eastern and Midwestern 
United States. 
In order to meet the criteria for the study, participants needed t<? 1) be at least 18 
years old ; 2) understand English; 3)identify a life skill need; 4) have the ability to 
engage in a at least 60-minute interview and intervention sessions; and 5) be able to give 
informed consent. All participants were homeless or housed through housing programs, 
and at risk for repeated homelessness. 
The sample size of this study was limited by the transient nature of this 
population. Ofthe 133 people recruited into the study, 8 subjects were unreachable after 
completing the consent form; 8 subjects did not complete baseline assessments; 10 
subjects withdrew from the study after consenting to participate due to health issues, 
housing crises, obtaining employment, getting imprisoned, or other personal issues. Thus, 
a fmal sample of 107 remained for analysis. 
Measures 
Background characteristics. The Survey of Income and Program Participation 
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(SIPP) topical questionnaire (United States Census Bureau, 2008) and a supplemental 
personal history and demographic form designed for the larger study were used in this 
study to collect self-report information, including demographics (i.e., sex, age, marital 
status, income, education level, relationships and children), homelessness history, 
medical conditions (i.e. , self-reported diagnoses and disabilities), and functional 
limitations (visual, hearing and mobility limitations). The housing program that the 
subject enrolled in was recorded by the interviewers. 
Perceived Health. Perceived health was collected from an item in the SIPP 
(United States Census Bureau, 2008). Participants were asked how they rate their health 
in general with a five-point rating scale (excellent, very good, good, fair, and poor). 
Quality of life. Quality of life (QOL) was assessed by the Client's Assessment of 
Strengths, Interests, and Goals (CASIG) QOL subscale. The CASIG was originally 
designed to evaluate the social and instrumental functioning and treatment goals of 
individuals with severe and persistent mental illnesses (Wallace & Liberman, 2002). This 
QOL subscale measures 10 life areas with a 4-point self-rating scale (poor, fair, good, 
and excellent). The reliability and validity of CASIG QOL was tested in individuals with 
severe mental illness (Wallace, Lecomte, Wilde, & Liberman, 2001). The study found 
high internal consistency (Cronbach's a=0.86) and the test-retest reliability was excellent 
(r=0.95). The CASIG QOL also demonstrated expected correlations with the Behavior 
and Symptom Identification Scale-32 (BASIS-32) and Role Performance Scale (Wallace 
et al., 2001). 
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Community Participation. The Community Participation Scale (CPS) was created 
based on the working definition of community participation provided earlier. We 
originally selected 20 items from the CASIG. After discussion with experts, we added 13 
additional items that fit the definition of community participation from the personal 
history and demographic form used in the parent study. These 33 items cover three 
domains of community participation: (1) vocational participation, (2) social and leisure 
participation, and (3) health services use and self-maintenance. All items are scored on a 
dichotomous scale based on whether the respondent has participated in the activity in the 
past three months. 
Preliminary psychometric analyses were conducted to examine the scale 
properties. All of the CPS items were reviewed item-by-item independently by two 
researchers to check whether the item fit the definition of community participation. The 
inter-rater agreement between the two raters was 100%. Also, we calculated the response 
variability and found that 3 out of the 33 items had lower than 10% response variability 
(i.e., ofthe 107 respondents, only 3 people (2.80%) had been to a Center of Aging). To 
improve the measure's ability to discriminate individuals' participation level, these items 
were deleted from the scale. Internal consistency for the total CPS and each subscale was 
estimated with Cronbach's coefficient alpha. The results suggested that one item in the 
social and leisure participation domain and two items in each of the health services use 
and self-maintenance domains were not highly correlated with each subscale. After 
eliminating the poorly performing items, 27 items remained in the CPS. The Cronbach's 
alpha for the overall scale is 0.82, which indicates a good internal consistency(a> 0.70). 
47 
For the subscales, the alpha values for vocational and social and leisure participation (a= 
0.81 and 0.81, respectively) are also good, whereas the alpha value for health services use 
(renamed after removing the two self-maintenance items) (a= 0.64) is below the 0.70 
threshold but acceptable. 
Analysis 
All analyses were performed using SAS 9.3 software. Descriptive analyses were 
performed to explore how homeless adults participate in their communities. The sum, 
mean, and standard deviation of the CPS were calculated for the overall scale and each 
domain (vocational, social and leisure participation, and health services use). The number 
of participants who participated in each community activity was also calculated. 
Pearson correlation analyses were first applied to test the associations between 
community participation (overall and subdomains) and self-rated health and quality of 
life. Linear regression models were then used to examine the associations by controlling 
for socio-demographic characteristics such as age, gender, disability, relationship status, 
and duration ofhomelessness. A p-value ofless than or equal to 0.05 was considered 
statistically significant. 
Results 
Participant Demographics 
Demographic characteristics of the participants are presented in Table 5. Of the 
107 participants, 28 were affiliated with the housing search program/ shelter with housing 
search services, 43 were in the housing stabilization program, and 36 were in the Housing 
48 
First program. Participants' duration ofhomelessness averaged five and half years 
(ranged from 7 days to 31 years). 
Community participation among individuals who are homeless 
The mean, standard deviation, minimum and maximum scores of the CPS and 
each subscale are given in Table 6. The mean CPS total score was 12.32 (out of a 
possible total of 27). The mean scores for each subscale were 1.21 for vocational 
participation (out of a possible total of 7), 7.14 for social and leisure participation (out of 
a possible total of 14), and 3.96 for health services use (out of a possible total of 6). The 
distribution of the total score and the score on each subscale are shown in Figure 3-6. 
Overall, a majority of participants participated in diverse community activities except for 
vocational activities. In the social and leisure participation domain, only 3.74% ofthe 
participants did not participate in any social and leisure activities, whereas approximately 
equal proportions participated in 1 to 7 activities (46.73%) and 8 to 14 activities 
(49.52%). In the health services use domain, 3.74% ofthe participants did not participate 
in any health services use activities while approximately half participated in either 1 to 4 
activities (51.47%) or 5 to 6 activities (44.90%). Nonetheless, over half of the 
participants did not participate in any vocational activities, although 47.7% participated 
in at least one vocational activity. 
Table 7 indicates the frequency of participation reported for each of the 
community participation activities. For the total sample of 107 individuals, the most 
frequently reported vocational activity was attending a class or educational program 
(30.84%). Fewer people participated in other vocational activities. Social and leisure 
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participation was reported more frequently by participants. Most of the participants spent 
time talking to friends (74.77%), had contact with friends weekly or daily (77.57%), and 
did things together with friends (61.68%). Fewer people engaged in volunteer activities 
(32.71 %). A substantial proportion of participants engaged in health services use. The 
most frequently reported activities include making appointments with your doctor, case 
manager, etc. (86.92%) and keeping these appointments without reminders from someone 
(73.83%). 
Bivariate correlations between community participation and health and quality of 
life are reported in Table 8. Results showed QOL and health were significantly correlated 
with community participation, with the strongest correlation with social and leisure 
participation (r= 0.48 and r=0.31 , p<0.05). After controlling for socio-demographic 
variables, multiple linear regressions also indicated significant associations between 
overall community participation and QOL (~=0.54 , p<0.05), and with health W=0.30, 
p<0.05) (see Table 9). The more individuals participated in the community, the better 
QOL and health they reported. Of the three sub-domains of community participation, 
social and leisure participation was associated with both QOL (~=0.55 , p<0.05) and 
health (~=0.28 , p<0.05). Vocational participation was associated with QOL (~=0.24, 
p<0.05), and health services use was associated with health (~=0.22, p<0.05). 
Discussion 
This study sought to provide a more complete description of community participation 
ofhomeless individuals in the three domains of vocational, social and leisure, and health 
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services use. Results showed that over half of the participants did not engage in any 
vocational activities. Only 16.82% ofthe participants had a full-time or part-time paid job 
in the community. This result is consistent with the existing literature. In a study of 550 
chronically homeless adults, Tsai et al. (2012) found only 17% of the participants worked 
for pay. Similarly, the National Coalition for the Homeless (2009) reported that less than 
10% ofthe homeless were employed, even though 87.4% reported they wanted a job. The 
employment rate among homeless individuals is considerably lower than the average rate 
reported for the general population (92%) (US Department of Labor, 2012). 
Poor health conditions appear to be a primary factor in homeless people's low 
vocational participation. In our sample, 64% of the participants reported their work 
capability was limited by physical or mental health conditions such as arthritis, 
depression, and alcoholism. This result is consistent with the homeless employment 
report in 2009, which indicated that 65% of homeless adults cited either a disability or 
health issue as a significant barrier to work (National Coalition for the Homeless, 2009). 
Compared to the general population, in which only 8.07% reported their work capability 
is limited by health conditions, the prevalence of health barriers to work in the homeless 
is noteworthy (United States Census Bureau, 2008). Homeless individuals' low work 
participation may also result from the dearth of resources they have. Previous research 
indicated that the lack of basic supplies needed for work, such as clothes, a driver' s 
license, and tools, prevents homeless individuals from participating in work activities in 
the community (Burr, Caro, & Moorhead, 2002). Many homeless people also struggle 
with a lack of adequate transportation or funding for transportation if the workplace is at 
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a distant location (Kim et al., 2007; Radey & Wilkins, 201 0). Furthermore, since most 
homeless people are focused on meeting survival needs such as food and shelter, higher-
level needs such as employment are harder to pursue (Kim et al., 2007). Nonetheless, a 
small proportion of our participants engaged in vocational preparation or job search 
activities such as sheltered workshops, job training programs, or job interviews, 
indicating that some participants were not only interested in getting employment, but had 
also undertaken actions to obtain a job. Further investigation is needed to understand how 
those individuals found training opportunities, and whether availability of accessible 
resources in their community was a supporting factor. 
In contrast, a significant proportion of our participants were involved in social and 
leisure activities. Half of the participants engaged in 8 to 14 types of social or leisure 
activities, such as spending time talking to friends and doing things together with friends. 
These social behaviors and patterns may help mediate complete isolation and loneliness. 
Some previous qualitative studies have indicated that most homeless people sustain social 
contacts and networks with their friends, (mostly by meeting on the street, in a shelter, at 
a treatment program, or through religious organizations), relatives, and service providers 
(Gory, Ritchey, & Fitzpatrick, 1991; Tucker et al., 2009). Reirzes et al. (2011) found that 
homeless people often seek friendship ties, companionship, conversation, and 
recreational socializing by interacting with other homeless friends and acquaintances 
(e.g., sharing food, talking over personal problems, giving advice, and drinking together). 
Our findings are consistent with these qualitative research results and strengthen them 
based on a larger and more diverse sample of homeless individuals. 
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Although most of the participants maintained social contacts, many of them may 
still experience isolation and loneliness. Research has suggested that the social networks 
of individuals who are homeless are not particularly diverse, and their social ties appear 
to be tenuous and unstable (Tucker et al. , 2009). Since homeless people are often rejected 
by mainstream society, they have to seek supports and friendships from each other, and 
these peer relationships are not always stable (Reirzes et al. , 2011). Furthermore, some of 
these relationships are with individuals with high-risk health behaviors (e.g., people with 
substance abuse or risky sexual behaviors), which may encourage their new, or 
continued, engagement in those high-risk activities (Tucker et al., 2009). Thus, more 
research is needed to gain a deeper understanding of the nature of social relationships 
reported and the individuals' experiences in these activities. 
A substantial proportion of the individuals in our study participated in health 
services use. More than half of the participants used primary healthcare or preventive 
care, and made appointments with doctors or case managers. This result is somewhat 
surprising and differs from some previous research findings. Many studies have reported 
that homeless people struggle with limited healthcare utilization. Compared to the general 
population, homeless individuals are less likely to use primary or preventive care, and 
often have difficulty obtaining care when needed (Kertesz, Hwang, Irwin, Ritchey, & 
LaGory, 2009; Kushel, Perry, Bangsberg, Clark, & Moss, 2002). The identified barriers 
to using health services include lack of health insurance (Kushel, Vittinghoff, & Haas, 
2001), competing priorities (priorities such as food, shelter, and safety compete with the 
health issues and decrease homeless individuals' motivation to seek healthcare) (Gelberg, 
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Gallagher, Andersen, & Koegel, 1997), lack oftransportation (Cousineau, 1997; Kim et 
al. , 2007), and discrimination from healthcare providers (Martins, 2008; U garriza & 
Fallon, 1994). These barriers impede homeless individuals from using regular health care 
services, causing them to put off health care until an emergency arises or develop 
underground resourcefulness such as self-treatment (Martins, 2008). 
In contrast, numerous homeless participants in our study reported participation in 
primary, preventive, or psychiatric health services activities. This contradictory fmding 
may have several explanations. First, 90% of the participants in the current study have 
health insurance due to the Massachusetts Health Care Insurance Reform Law, which 
mandates nearly every Massachusetts resident to obtain a state-government-regulated 
minimum level of health care insurance coverage. Many of the participants were eligible 
to apply for Medicare or Medicaid. With health insurance, regular healthcare and 
prescribed medication are more affordable. Second, all of our participants were affiliated 
with agencies, such as housing programs, in which they have access to a case manager to 
help them address their life needs. Compared to people living on the street, they have a 
better chance of learning healthcare and benefit information, and getting adequate 
subsidies. Third, all of our participants were recruited from metropolitan areas, which 
include many general hospitals, specialty hospitals, community clinics, and well-
developed public transportation. These available resources may have all facilitated our 
participants' healthcare utilization. 
We identified a positive association between homeless individuals ' community 
participation and their health and quality of life, which is consistent with results from 
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previous studies in people with disabilities (Barker et al., 2009; Chan, Krupa, Lawson, & 
Eastabrook, 2005; Huebner et al., 2003). Our results verified the importance of 
community participation for the homeless by demonstrating its significant association 
with their life satisfaction and perceived well-being. Future longitudinal studies are 
recommended to examine whether this is a causal relationship. 
Of all community participation domains, social and leisure participation 
demonstrated significant association with QOL and health. This finding is not too 
surprising since a positive association between QOL and social and leisure participation 
among people with disabilities has been suggested by other studies (Levasseur, 
Desrosiers, & Noreau, 2004; Levasseur, Desrosiers, & Whiteneck, 2010). Our study 
confirms this relationship among people who are homeless. As discussed earlier, social 
participation is particularly important for the homeless population due to their chronic 
loneliness and lack of affiliation (Zlotnick, Tam, & Robertson, 2003). 
This study has several limitations. First, the study sample was from two 
metropolitan cities, which may limit generalization to individuals who are homeless in 
rural areas. Participants came from housing programs and shelters though investigators 
did not know the exact living situations of those individuals who were not permanently 
housed. In addition, the educational level in this sample is higher (more people have 
college-level education) compared to the national data surveyed on the homeless 
population, which may also limit the generalizability of this study's results (U.S. 
Department of Housing and Urban Development, 2000). Second, the instrument (CPS) 
that we used to measure community participation was newly developed, and its item 
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selection was restricted to items/instruments already part of the larger study. Moreover, 
the CPS measures the variety of activities that individuals participate in, but does not 
address other elements of participation, such as frequency, satisfaction, and importance. 
That is, although we know individuals participated in certain activities, we do not have 
any knowledge about how often they participated in each activity and their perceptions 
regarding that participation. Therefore, results should be interpreted with caution. 
This study is a preliminary step in understanding how individuals who are 
homeless participate in the community. The strengths of the study are that the research 
was conducted with a large and characteristically diverse sample of homeless people in a 
community-based context. Also, this is the first study to comprehensively explore the 
community participation activities of individuals who are homeless, as well as to examine 
the association between community participation and perceived well-being. According to 
the results, important implications can be drawn from the findings for service providers 
and for future research directions. Service providers may assume that homeless 
individuals are not involved iri community activities due to numerous personal or 
environmental barriers. However, the individuals in our study participated in diverse 
community activities. Many participants engaged in a number of social and leisure 
activities, as well as health services use. Further investigations could build on this 
information to understand the meaning of participation in those activities to homeless 
individuals, and to find out whether they desire to change some aspects of their 
participation. Also, more research is needed to examine whether people in different 
situations (such as different housing status, health, or functional level) demonstrate 
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different participation patterns. This will provide further direction to service providers 
and policy makers in helping homeless individuals overcome barriers to their 
independent life in the community. Finally, the significant associations between 
community participation and health and QOL verified in this study can be specifically 
important to service providers who are working with homeless individuals. In the past, 
practitioners who worked within the medical model tended to focus on disease itself, 
instead of individuals' full integration in society (World Health Organization, 2001 ). Our 
study results strengthen the significance of community participation by demonstrating its 
direct influence on health and QOL, which implies that participation, should be valued by 
both homeless and rehabilitation service providers. 
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Table 5. Characteristics ofthe sample (n=107) 
Characteristics N(%) Mean (SD) 
Age 48.68 (10.30) 
Gender 
Male 62 (57.94%) 
Female 45 (42.06%) 
Race 
White 53 (49.53%) 
African-American 44 (41.12%) 
Hispanic 3 (2.80%) 
Asian 2 (1.87%) 
Other 5 (4.67%) 
Education 
Less than high school 17 (16.19%) 
High school graduate or GED 32 (30.48%) 
Some college 32 (30.48%) 
College graduate or more 24 (22.86%) 
Duration ofHomelessness (days) 2025 (2395) 
>1 yr 85 (82.52%) 
<1 yr 18 (17.48%) 
Housing programs 
Shelter 13 (12.15%) 
Housing Search 15 (14.02%) 
Housing First 36 (33.64%) 
Housing Stabilization 43 (40.19%) 
Marriage 
Married, life partner, in a relationship 21 (19.63%) 
Single, widowed, separated, divorced 86 (80.37%) 
Have a child . 61 (57.01 %) 
Health insurance 97 (90.65%) 
Disability 73 (68.87%) 
Receiving social security disability benefits 61 (57.01 %) 
(SSI/SSDI) 
Diagnosis of mental illness 71 (66.98%) 
Substance abuse 63(61.17%) 
Have a health condition that limits the kind or 68 (64.15%) 
amount of work you can do 
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Table 6. Scores on CPS and subscales (N=107) 
Variable (Number of items) Mean SD Min Max 
Overall community participation (27) 12.32 5.16 1 26 
Vocational participation (7) 1.21 1.76 0 7 
Social and leisure (14) 7.14 3.75 0 14 
Health services use (6) 3.96 1.62 0 6 
59 
Table 70 Number of participants engaged in each community participation activity 
(N=107) 
t Frequency Yes % 
Vocational articipation 
10 Have a paid job in the community (full-time or part-time) 18 
20 Have a supported employment job 10 
30 Have a sheltered workshop or activity 19 
40 Use services ofthe Department ofVoc Rehab to find a job or 13 
get training 
50 Participate or graduate from job training program 15 
60 Have an interview for a job/work activity/workshop 22 
7 0 Attend a class or educational program 33 
-----------------------Social and leisure participation 
80 Spend time talking to your friends 
9 0 Contacting with your friends 
9ol.daily contact 
9.2oweekly contact 
100 Do things together with your friends 
110 Make one (or more) new friend( s) 
120 Write a letter or e-mail to a friend or relative 
13 0 Meet or visit with any of your neighbors 
140 Go to a movie, play, sporting event or shopping mall with 
friends 
150 Go to a movie, play, sporting event or shopping mall by 
yourself 
160 Go to the library 
1 7 0 Participate in a function sponsored by any other organizations 
in your community 
180 Attend any spiritual or religious services or sponsored events 
190 Volunteer or engage in volunteer activities 
200 Attend a self-help or support group meeting 
80 
83 
(56) 
(27) 
66 
46 
56 
58 . 
43 
44 
58 
42 
45 
35 
52 
-------------------------Health services use 
210 Received primary health care outside of the shelter 
220 Received vaccination or preventive care outside of the shelter 
23 0 Received psychiatric services outside of the shelter 
240 Make appointments with your doctor, case manager, etc 
250 Keep these appointments without reminders from someone 
260 Buy your own medication (not necessarily with your money) 
60 
72 
58 
52 
93 
79 
70 
16082 
9035 
17076 
12015 
14002 
20056 
30084 
74077 
77057 
(52034) 
(25023) 
61.68 
42099 
52034 
54.21 
40019 
41.12 
54.21 
39025 
42006 
32071 
48060 
67029 
54.21 
48060 
86092 
73083 
65.42 
Table 8. Correlations between community participation (CP) and health and quality of 
life (QOL) 
Mean Overall Vocational Social and Health 
CP participation leisure services use 
Health 2.74 (fair-good) . 37** .27** . .31 ** .16 
QOL 2.39 (fair-good) .47** .20* .48** .19 
*p< 0.05 **p<0.01 
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Table 9. Regression on community participation (CP) with health and quality of life 
(QOL) 
Overall CP Vocational Social & Health 
participation leisure services use 
QOL Health QOL Health QOL Health QOL Health 
Main variables 
Overall CP 0.54** 0.30** 
Vocational 0.24* 0.12 
Social & leisure 0.55** 0.28** 
Healthcare use 
Control variables 
Age 0.02 -0.09 
Gender 0.04 -0.07 
Relationship 0.09 -0.04 
status 
Duration of -0.12 -0.15 
homelessness 
0.05 -0.07 
0.06 -0.06 
0.01 -0.09 
-0.13 -0.17 
0.01 
0.01 
0.08 
-0.16 
Disability -0.13 0.16 -0.12 0.17 -0.14 
Note 1: Values shown are standardized regression coefficients 
*p< 0.05 **p<0.01 
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-0.09 
-0.09 
-0.05 
-0.18 
0.17 
0.21 0.22* 
-0.01 -0.12 
0.02 -0.10 
-0.06 -0.08 
-0.08 -0.12 
0.001 0.26* 
c 
Q) 
u 
0; 
D._ 
10 
8 
6 
4 
0 2 3 4 5 6 7 
Distribution of the CPS score 
I N 1 07.00 I 
9.35 -NormaiPr>D 0.131 
9 1 0 11 12 13 14 15 16 1 7 18 1 9 20 21 22 23 24 25 26 27 
Community participation 
Figure 3. Distribution ofthe CPS total score (N=107) 
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Distribution of Vocational participation score 
60 N 1 07 .00 
-Normal Pr ~ D 0.01 0 1 
52.3 
50 
40 
c 
Q) 
~ 
cr. 30 
20 
12.1 
10 
2 5 6 7 
Vocational participation 
Figure 4. Distribution of vocational participation score (N=107) 
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Disttribution of Social and leisure score 
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E 
Q) 
~ 7.48 7.48 Q) 7.5 [l_ 
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Social and leisure participation 
Figure 5. Distribution of social and leisure participation score (N=l 07) 
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Distribution of Health services use score 
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Figure 6. Distribution ofhealth services use score (N=107) 
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STUDY3 
FACTORS ASSOCIATED WITH COMMUNITY PARTICIPATION AMONG 
INDIVIDUALS WHO ARE HOMELESS 
Abstract 
Community participation is an important goal for people who are homeless. Previous 
research indicates that various individual and environmental factors may be related to 
individuals' involvement in the community. However, few studies have investigated 
community participation in the homeless population. The aim of this study was to 
examine factors associated with community participation among people who are 
homeless or recently housed through housing programs. Participants (n = 104) in five 
homeless housing placement and housing search programs in U.S. metropolitan areas 
completed the Survey of Income and Program Participation (SIPP), the Client's 
Assessment of Strengths, Interests, and Goals (CASIG), the Allen Cognitive Level 
Screen (ACLS), and the Impact of Event Scale-Revised (IES-R), Community 
participation was measured by the Community Participation Scale (CPS), which assesses 
three domains of community participation: work, social and leisure, and healthcare use. 
Stepwise regression analyses were conducted for overall community participation and its 
subdomains in work, social and leisure, and healthcare use. Overall community 
participation was predicted by housing status, cognitive ability, and relationship status. 
These factors also predicted two subdomains of community participation: work and 
social and leisure participation. Healthcare use was not predicted by any variable. 
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Community participation is a complex concept and is influenced by diverse factors. This 
study identified several factors that are associated with community participation among 
homeless people. Results of this study can inform services that attempt to promote 
community participation and integration among individuals who are homeless. 
Key words: Community participation, homeless, housing 
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Introduction 
Homelessness is a prevalent societal problem in the United States. The National 
Alliance to End Homelessness (2012) estimated that 636,017 people experience 
homelessness every night, with 54% being chronically homeless (i.e. have been homeless 
continuously for at least 1 year or on at least 4 separate occasions in the last 3 years). The 
majority ofhomeless people experience severe hardship, disability, and disease, which 
result in a substantial need for healthcare and social services (Martins, 2008). 
Participation in the community is an ongoing challenge for the homeless 
population. Most homeless individuals experience disaffiliation with society, which is 
reflected in limited social relationships, unemployment, and limited access to welfare, 
healthcare, and religious and social groups (Zlotnick, Robertson, & Lahiff, 1999). As a 
result, they are living an isolated life, which affects their social functioning, health, and 
quality oflife (QOL) (Huebner, Johnson, Bennett, & Schneck, 2003). 
According to the World Health Organization (WHO) International Classification 
of Functioning, Disability and Health (ICF), participation is defined as "involvement in 
life situations" and is the result of a complex interaction among factors including an 
individual' s health, body structure and function, activity, and personal and environmental 
factors (World Health Organization, 2001 ). Two content areas can be distinguished in the 
participation concept: home participation and community participation. Based on the 
literature, a definition of community participation has subsequently been promulgated as 
"active involvement in activities that are intrinsically social, and either occur outside of 
the home or are part of a non-domestic role, such as work, social (outside of the 
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household), and other community roles" (Chang, Coster, & Helfrich, 2013). 
Although community participation has been investigated, few researchers have 
studied this topic in the homeless population. Gulcur et al. (2007) identified the effect of 
personal and environmental factors on community integration among people with 
psychiatric disabilities and with a history ofhomelessness. However, their definition of 
community integration does not reflect the definition and construct of community 
participation, or integration because it does not specifically require "intrinsically social" 
behavior or "participation outside of the household." Also, the content of community 
integration measured in Gulcur et al.' s research omitted critical aspects such as 
vocational participation and health services use. Other research involving people with 
disabilities has indicated that a person's involvement in the community appears to be 
lower when one or more of the following factors are present: more physical and 
psychiatric symptoms (Gulcur, Tsemberis, Stefancic, & Greenwood, 2007; Radey & 
Wilkins, 2010; Stein, Andersen, & Gelberg, 2007), lower cognitive ability (Huebner et 
al., 2003), lower interpersonal skills (Sveen, Mongs, R0e, Sandvik, & Bautz-Holter, 
2008), unmatched ethnicity with the community (Burke, 201 0; Yanos, Barrow, & 
Tsemberis, 2004), lower social economic status (SES) (Burr, Caro, & Moorhead, 2002; 
Wilkie, Peat, Thomas, & Croft, 2007), older age (Gulcur et al., 2007; Stein et al., 2007), 
and less support (Kyle & Dunn, 2008). 
Besides the limited empirical evidence available from investigation in the 
homeless population, the main limitation of these previous studies is that most of them 
only investigated the factors of one or a few domains of community activities (e.g., social 
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networking or health services use), and failed to cover the full range of one's community 
life. In addition, none of these studies comprehensively examined the influence of 
multiple factors of community participation. Without a comprehensive approach, it 
remains unclear which of these factors play an important role in the community 
participation of homeless individuals. Thus, a comprehensive study is needed to fill these 
gaps in the literature. The aim of this research is to examine the factors associated with 
community participation among people who are homeless. The ICF model was used as 
the foundation for proposing potential factors. 
Methods 
This study was part of a randomized controlled, longitudinal intervention 
designed to investigate the effect on housing retention of a life skills intervention for 
chronically homeless individuals. The larger study included baseline, post-intervention, 
and multiple follow-up data collection points. For the purpose of this study, we used only 
baseline data to examine the cross-sectional relationships between variables. Both the 
larger study and the current study were approved by the universities' Institutional Review 
Boards. 
Participants 
Participants were recruited from six separate housing programs: a housing first 
congregate living program, two housing stabilization and two housing search programs, 
and a homeless shelter. Participants were located in two major metropolitan areas in the 
Eastern and Midwest United States. Criteria for participation in the study included the 
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following: 1) being at least 18 years old; 2) understanding English; 3) able to give 
informed consent; 4) able to engage in 60-minute group sessions and individual sessions; 
5) possessing a life skill need. All of the participants were homeless and/or at risk for 
repeated homelessness. All participants completed an informed consent form to 
participate in the study. 
One hundred and thirty people were recruited into the study. Ofthese, 8 were 
unreachable after completing the consent form, 8 did not complete baseline assessments, 
and 1 0 withdrew from the study after consenting to participate for a variety of reasons 
(health issues, housing crises, employment, imprisonment, or other personal issues) . A 
final sample of 104 was left for analysis. 
Measures 
Using the ICF model as the foundation combined with literature findings, we 
proposed a conceptual model of the potential factors affecting homeless individuals ' 
community participation (See Figure 7). However, since we were limited by the measures 
used in the larger study, we were only able to include the variables that could be retrieved 
from the available data (listed in bold type). 
Dependent variable: Community participation 
The Community Participation Scale (CPS) was created based on the working 
definition of community participation (Chang, Coster, & Helfrich, 2013). After 
discussion with experts and preliminary analysis of psychometric properties, this scale 
was finalized with 27 items, ofwhich 19 items were selected from the Client's 
Assessment of Strengths, Interests, and Goals (CASIG) (Wallace & Liberman, 2002), and 
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8 items were added from the supplemental items that researchers added to the CASIG at 
the beginning of the study to cover more activities that homeless people may participate 
in. The final scale covers three domains of community participation: work, social and 
leisure, and healthcare services. 
The CPS demonstrated excellent construct validity (1 00% inter-rater agreement of 
whether the items fit the definition of community participation) and acceptable to 
excellent internal consistency (Cronbach's a for the overall scale: 0.82; for subscales: a= 
0.64- 0.81) (Chang, Helfrich, & Coster, 2013). 
Independentvariabks 
As described in the model proposed in Figure 7, we tested the prediction of 
community participation by the following variables: impairment (psychiatric and physical 
symptoms), activity limitations (cognitive, physical, visual, hearing and speech 
functioning), personal factors (demographics, homeless history, diagnosis, health 
insurance, etc.), and environmental factors (housing status). 
1. Psychiatric symptoms 
We evaluated traumatic symptoms and general psychiatric symptoms by using the 
Impact ofEvent Scale-Revised (IES-R) and the Client's Assessment of Strengths, 
Interests, and Goals (CASIG)-Symptom scale. 
The Impact of Event Scale-Revised (IES-R) 
The Impact of Event Scale-Revised (IES-R) is a Post-Traumatic Stress Disorder 
(PTSD) screen consisting of a 22-item self-report questionnaire with three subscales that 
measure the three diagnostic indicators ofPTSD: intrusion (8 items), avoidance (8 items), 
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and hyperarousal (6 items) (Weiss, 2004). Participants rate their level of distress using a 0 
to 4 Likert scale. The total score of the IES-R is indicative of overall traumatic stress 
symptoms; higher scores indicate higher levels of symptoms. The IES-R has high internal 
consistency (Cronbach's a= 0.96) and a high correlation with the PTSD Checklist, a 
standard measure to assess the DSM-IV symptoms ofPTSD (r =0.84). The subscales also 
demonstrate strong internal consistency (Cronbach's a= 0.87- 0.94) (Creamer, Bell, & 
Failla; 2003). 
CASIG-Symptom scale 
The CASIG-Symptom scale evaluates six symptoms (delusions/thought disorders, 
hallucinations, anxiety, depression, suicidal intentions, and mania) with seven self-
reported dichotomous items. The reliability and validity of this symptoms scale has been 
tested in community-dwelling and inpatient individuals with severe mental illness. The 
internal consistency and test-retest reliability are good (a= 0.71-0.76, r= 0.71-0.82). The 
inter-rater reliability (agreement between interviewee and observer) of this scale is low 
(r= 0.257-0.321), with interviewees reporting more symptoms than their observers did. 
2. Physical symptoms 
Physical symptoms were measured by an open-ended question from the Survey of 
Income and Program Participation (SIPP) topical questionnaire (2008), "Do you have any 
medical conditions? If so, please list all physical and psychiatric conditions" (United 
States Census Bureau, 2008). The answer was coded by the authors dichotomously. If the 
participant wrote any kind of physical condition, the authors coded it as having at least 
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one physical symptom (1); otherwise, the authors coded it as having no physical 
symptoms (0). 
3. Cognitive ability 
Two assessments were used to measure cognitive ability: 
The Allen Cognitive Level Screen - 2000 (ACLS) 
The Allen Cognitive Level Screen - 2000 (ACLS) is an evaluation of functional 
cognition, including the ability to process and utilize information, and the capacity to 
learn or relearn skills demonstrated with a leather lacing task. It also predicts the level of 
assistance that an individual will need to perform routine tasks and how he/she will 
perform in novel situations. Results yield an ordinal score on a 25-point scale, ranging 
from 0.0 to 5.8. A higher score represents a higher cognitive level. The inter-rater 
reliability of the ACLS is high (r =0.99) (Allen et al., 2007). 
CASIG-Cognitive difficulty scale 
The CASIG-Cognitive difficulty scale encompasses six dichotomously scored 
items about self-perceived difficulties in memory, attention and problem solving. The 
reliability and validity tested in people with severe mental illness showed a high internal 
consistency (Cronbach' s a= 0.757), fair test-retest reliability (r = 0.401), and low client-
clinician rating agreement. 
4. Other functional limitations 
To measure other functional limitations, we selected five single item questions 
from the SIPP topical questionnaire ' s Functional Limitation section to identify physical, 
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visual, hearing, and speech limitations (i.e., "do you have difficulty hearing what is said 
in a normal conversation with another person?"). 
5. Personal and environmental factors 
Personal and environmental factors were collected by the Survey of Income and 
Program Participation (SIPP) topical questionnaire (2008) and a supplemental personal 
history and demographic form designed for the larger study (United States Census 
Bureau, 2008). The collected information includes demographics (i.e., gender, age, race, 
marital status, income, education, relationship status and children), homelessness history, 
housing status, self-reported diagnosis of mental illness, and health insurance. 
Statistical Analyses 
All statistical analyses were performed using SAS software version 9.3. To 
identify significant factors related to community participation, we first examined 
bivariate associations between community participation and independent variables using 
Pearson' s correlation coefficient and one-way ANOVA. Variables that showed 
significant associations (p <.05) or just above the significant level (p =.05) with 
community participation were then included in multiple linear regression models 
predicting overall community participation and each of the subdomains (work, social and 
leisure, and health services use). Considering the number of potential variables, stepwise 
selection was applied in the regression anatyses to identify the most influential factors. 
After the final model was generated, we re-ran the multiple regression analysis without 
stepwise selection, and only included those most influential factors. This model re-fitting 
approach reduces concerns about the loss of the sample size due to subjects' missing data 
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on one or more of the variables and confirms the results generated by the stepwise 
regression models. 
Results 
Table 10 displays the demographic characteristics of the participants. The sample 
was predominantly middle-aged (82.69% between 30 and 59 years). The majority was 
single; only 3 participants were living with a child. Most of the participants were living in 
poverty (70 .19% had an annual income of less than $1 0,000), and their most frequently 
reported income sources were government subsidy and social welfare. 
The bivariate analyses shown in Table 11 indicate that none of the impairment 
variables were correlated with community participation. Community participation was 
significantly correlated with multiple activity limitation variables, including cognitive 
limitations (ACL and CASIG-cognitive), mobility limitation, and visual limitation 
(p<0.05). Those with activity limitations showed lower participation. Several personal 
and environmental factors were also significantly correlated with community 
participation. Those who were married/in a relationship, not housed, or who had 
experienced a shorter duration of homelessness reported a higher score on overall 
community participation (p<0.05). Most of these variables were associated with work or 
social and leisure subdomains, while no variable was associated with health services use. 
Based on the fmdings from bivariate analyses, we conducted stepwise multiple 
regression analyses of community participation and its subdomains (except for health 
services use, which was not correlated with any variable) with variables that were 
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correlated to community participation either significantly or just-above-the significant-
level. The final results with the variables retained in the models are shown in Table 12. 
Overall, participants who had higher cognitive functioning (assessed by ACL and 
CASIG-cognitive difficulty), were not housed, or who had a spouse/partner/relationship 
showed significantly higher community participation. 
According to the final models of stepwise selection, we conducted multiple linear 
regression analyses again and only included the variables that were included in the final 
model. The results are shown in Table 13. The sample sizes were raised to 90-103 for 
each model. Similar to the final model of stepwise selection, housing status and 
relationship status remained the significant variables of community participation and its 
subdomains. Cognitive functioning was significantly associated with work and social and 
leisure participation (p<0.05), and was suggestively associated with overall community 
participation (p=0.05). 
Discussion 
This study identified several associations between community participation 
including activity limitations, personal factors, and environmental factors. As proposed in 
the ICF model, individuals who have less activity limitations showed more participation 
in work, social, and leisure activities (World Health Organization, 2001 ). Of all of the 
activity limitation variables, cognitive functioning had the greatest effect on community 
participation. The association between cognition and participation among the general 
population or people with disabilities has been reported in previous literature but has just 
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begun to be examined with the homeless population (Helfrich, Chan, & Sabol, 2011). 
Wilkie et al. (2007) identified a significant association between cognitive limitations and 
participation restriction among community dwelling adults. Several longitudinal studies 
of older adults and people with traumatic brain injury also indicated positive associations 
between cognitive ability and participation in work, social and leisure activities (Gow, 
Mortensen, & Avlund, 2012; Lee, Kim, & Back, 2009; Sveen et al., 2008). According to 
these studies, cognitive functioning is not only a significant predictor of participation, but 
participation can also be a protective factor against cognitive decline. This evidence 
implies that community participation and cognitive functioning may be mutually 
beneficial. 
Relationship status is another significant factor related to community 
participation, especially work participation. Our results showed that homeless individuals 
with a spouse/life partner/relationship reported higher overall community participation 
and participated in more work related activities. This finding is consistent with those 
investigating social support and participation in people with disabilities or living in 
poverty. A large body of research indicates that positive social support from significant 
others predicts a higher likelihood of employment (Brown, 2005; Burns, Boyd, Hill, & 
Hough, 2010; Murphy, Middleton, Quirk, De Wolf, & Cameron, 2011). Since people 
who have experienced homelessness tend to have fewer and more tenuous social 
networks and often experience isolation and loneliness (Meadows-Oliver, 2005; Tucker 
et al. , 2009), a close relationship is likely to be one oftheir main sources ofsocial 
support. This has been found to have a protective effect on multiple health outcomes in 
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homeless people as well as in the general population (Grav, Hellzen, Romild, & Stordal, 
2012; Hwang et al. , 2009). 
Previous research suggested that stable housing offers a secure base for 
individuals to develop meaningful activities, social networks, and friendships (Browne & 
Hemsley, 201 0). Literature has indicated that people who have experienced homelessness 
but were placed in permanent housing demonstrated better global functioning, health, 
quality of life, and community integration compared to those who stayed in unstable 
accommodations (Browne & Courtney, 2005). However, our results contradicted this 
conclusion and indicated that participants who were currently homeless demonstrated 
better community participation than those who were housed through housing programs. 
That is, those who were housed were less likely to engage in work, social, and leisure 
activities. One of the possible reasons for our findings may be that unhoused participants 
are not able to spend much time in temporary accommodations, and must seek 
opportunities to occupy themselves in the community. Accommodations such as 
· transitional housing or emergency shelters are temporary and structured to ensure that 
people do not stay for the long-term (Kirkpatrick & Byrne, 2009). For example, some 
shelters may only provide overnight accommodation, and residents have to leave the 
shelter during the day. Even if they can stay during the day, many homeless people may 
not be motivated to do so due to their negative perception of the shelters they stay at. 
Several qualitative studies have indicated that homeless individuals find shelters to be 
unclean, insecure, uncomfortable, and lacking privacy (Browne & Courtney, 2005 ; 
Burlingham, Andrasik, Larimer, Marlatt, & Spigner, 2010; DeWard & Moe, 2010). Many 
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individuals are not satisfied with the staff and regulation policies of their transitional 
housing (Burlingham et al., 2010; McBride, 2012). 
In addition, people who live in permanent housing usually have more space and 
time to do things at home, such as preparing meals, grooming, doing chores, or simply 
relaxing. Those who are not housed, however, may need to spend more time in the 
community to search for food, shelter, and other resources. For example, they may go to 
local churches or ftmctions for free meals, or go to a local library to get some warmth and 
rest. They may also spend more time networking with other homeless people to share 
food, exchange information about survival, and talk about personal problems (Reirzes, 
Crimmins, Yarbrough, & Parker, 2011). Further investigation will be needed to examine 
differences in life styles between homeless and housed individuals, and to explore the 
actual reasons they engage in community activities. 
The other unexpected finding in this study is that health services use was not 
associated with any of the variables. This result is also contrary to existing literature that 
asserts that numerous factors are associated with health care utilization. A national survey 
showed that homeless individuals' use of ambulatory care is significantly different 
depending on their gender, housing status, insurance status, and illnesses (Kushel, 
Vittinghoff, & Haas, 2001). Other large studies also indicated that variables including 
demographic characteristics, insurance, illness, and homelessness severity all predict the 
health services utilization of homeless people (Bonin, Fournier, & Blais, 2007; Stein et 
al. , 2007). A couple of explanations may be relevant for the current study. First, unlike 
the existing studies that include all types of health care settings, we only measured the 
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use of health services outside of the shelter as part of community participation. Some 
participants may use health services in their shelter, but these utilizations were not 
counted because they did not fit the definition of community participation. Second, since 
we were interested in the overall use of services as part of community participation, we 
measured healthcare service use by summing up the total use of physical, mental, and 
preventive care, while most other studies examined the factors related to each service 
separately. Summing up the score may diminish the variance in service use since some 
factors may significantly influence one type of service use but not the others. For 
example, persons with a diagnosis of mental illness use psychiatric health services 
significantly more than persons without a diagnosis (X2 =6.22, p=O.Ol), which is 
consistent with the literature. This method of examining health care use limits our ability 
to compare these findings to other studies. 
Limitations 
Our study was limited in that we used data collected from a larger study, and thus 
we were restricted to the measures that were available to assess variables. Some personal 
and environmental factors, such as social skills, culture, and stigma, also may influence 
community participation but were not included (Bhui, Shanahan, & Harding, 2006; Sveen 
et al., 2008; Yanos et al. , 2004). In future studies, the relationship between these variables 
and community participation should be examined among the homeless population with a 
larger sample size that would enable more variables to be included for statistical 
estimates. The participants in this study were recruited from only two metropolitan cities. 
Future studies with more sufficient resources could target a larger and more diverse 
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sample by collecting data from both rural and urban areas. Finally, the cross-sectional 
nature of this study limits our ability to draw conclusions regarding causal relationships 
between predictive factors and community participation. Future longitudinal research is 
recommended to further investigate possible causal relationships as well as change over 
time in community participation. 
Conclusion 
To our knowledge, this study is the first study using the ICF model to identify 
factors associated with community participation among people who are homeless. The 
findings expand our knowledge about community participation between homeless 
individuals with different conditions. Important implications can be drawn from the 
findings . First, functional limitations, particularly cognitive abilities, are one ofthe main 
factors associated with homeless people's community participation. Practitioners may 
need to offer additional intervention and support to help individuals with cognitive 
limitations become involved in their community. In addition, more attention needs to be 
paid to people who are housed since they showed less involvement in the community. 
Although having a stable living place is, overall, a positive step, practitioners should not 
regard it as the end of recovery. Instead, they need to be aware of whether housed people 
need assistance and services to progress toward sustainable levels of independence. 
Further investigation of the actual reasons behind the complex participation behaviors 
across subgroups will help the field to better understand the needs of this population. 
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Table 10. Characteristics ofthe sample (N=104) 
Characteristics 
Gender 
Male 
Female 
Age 
Race 
<30 
30-59 
2: 60 
White 
African-American 
Hispanic 
Asian 
Other 
Education 
Less than high school 
High school graduate or GED 
Some college 
College graduate or more 
Duration of Homelessness (days) 
> 1 yr 
< 1 yr 
Housing programs 
Shelter 
Housing Search 
Housing First 
Housing Stabilization 
Relationship status 
Married, life partner, in a relationship 
Single, widowed, separated, divorced 
Health insurance 
Annual income 
< $10,000 
2: $10,000 . 
Receiving social security disability benefits (SSVSSDI) 
Diagnosis of mental illness 
Substance abuse 
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N(%) 
59 (56.73) 
45 (43 .27) 
7 (6.73) 
86 (82.69) 
11 (10.58) 
51 (49.04) 
43 (41.35) 
3 (2.88) 
2 (1.92) 
5 (4.81) 
16 (15.69) 
32 (31.37) 
31 (30.39) 
23 (22.55) 
82 (82.00) 
18 (18.00) 
13 (12.50) 
15 (14.42) 
33 (31.73) 
43 (41.35) 
20 (19.23) 
84 (80.77) 
94 (90.38) 
73 (70.19) 
31 (29.81) 
61 (41.35) 
68 (66.02) 
62 (62.00) 
Table 11. Bivariate analysis (one-way ANOV AI Pearson's correlational analysis) results 
of community particiration (CP) and the independent variables 
Overall Social and Health 
CP Work leisure services use 
Impairment variables 
IESR r=0.03 r=O.l6 r=-0.11 r=0.17 
Psychiatric symptoms 
(CASIG) r=-0.05 r=-0.03 r=-0.1 r=O.ll 
Physical symptoms 0.03 0.01 0.65 1.88 
Activity limitation variables 
ACL r=0.31 ** r=0.37** r=0.2 r=0.11 
Cognitive difficulty (CASIG) r=-0.20* r=-0.02 r=-0.28** r=0.02 
Mobility limitation 3.89a 2.67 4.73* 1.06 
Visual limitation 4.86* 2.29 4.05* 0.5 
Hearing limitation 2.56 1.94 3.37 0.38 
Speech limitation 2.7 0.13 2.71 1.11 
Personal and environmental variables 
Gender 0.34 4.72* 0.01 0.41 
Age r=-0.12 r=-0.21 * r=-0.12 r=0.13 
Race 0.59 0.5 1.14 1.73 
Education 1.19 3.74* 0.76 0.31 
Homeless duration 3.98* 5.41 * 3.09 0.03 
Relationship status 4.57* 3.96* 2.68 0.71 
Income r=0.08 r=-0.01 r=0.09 r=0.06 
Health insurance 3.77a 1.27 9.07** 3.19 
Mental illness 0.39 0.24 1.61 2.2 
Substance use 2.61 2.93 1.22 0.52 
Housing status 12.35** 14.13** 12.76** 0.94 
Note 1: Values shown are F value or correlation coefficient (r) 
*p< .05 **p<.01 ap=.05 
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Table 12. Stepwise multiple regression models of community participation and its 
subdomains 
N 
R 
F-value (* *p <. OJ) 
Overall CP 
85 
0.21 
10.48** 
Work 
86 
0.28 
13.46** 
Social and leisure 
103 
0.21 
8.52** 
Variables 
Cognitive difficulty 
ACL 
standardized~ (p-value) 
-0.22 (0.03) -0.24 (0.01) 
Housing status 
Relationship status 
Health insurance 
0.26 (0.01) 
-0.34 (< 0.001) -0.34 (< 0.001) 
0.21 (0.04) 0.23 (0.02) 
Values shown are standardized beta coefficients 
ap< .10 *p< .05 **p<.01 
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-0.25 (0. OJ) 
-0.17(0.09) 
Table 13. Multiple regression models of community participation and its subdomains 
Overall CP Work Social and leisure 
N 103 90 103 
R 0.19 0.29 0.21 
7.82* * 11.59** 8.52* * F-value (**p <. 01) 
Variables 
Cognitive difficulty 
ACL 
standardized~ (p-value) 
-0.18 (0.05) -0.24 (0.01) 
Housing status 
Relationship status 
Health insurance 
0.27 (0.01) 
-0.33 (<0.001) -0.34 (<0.001) 
0.21 (0.02) 0.24 (0.04) 
Values shown are standardized beta coefficients 
ap<.l *p< .05 **p<.01 
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-0.25 (0.01) 
-0.17 (0. 09) 
Body structures 
and function 
(impairments) 
- Physiclll & psychiatric 
-symptoms 
- Psychological functions 
Activity (activity 
limitations) Community participation 
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Figure 7. Model of potential factors related to community participation for homeless 
individuals with disabilities 
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GENERAL DISCUSSION 
This dissertation investigated community participation among individuals who are 
homeless. Study 1, a systematic review, identified instruments that measure community 
participation. Based on this review, I was able to compare the measurement content 
across instruments and recognize limitations of the existing instruments. The second and 
third studies examined community participation among the homeless population, and 
addressed the following issues: (1) how homeless people participate in the community, 
(2) the association between community participation and the well-being of people who 
are homeless, and (3) the factors that are most strongly associated homeless individuals' 
community participation. 
All three of these studies contribute to the growing body of knowledge regarding 
community participation for people with rehabilitation needs, particularly for the 
homeless population. In the remainder of this section, common findings and implications 
for both practice and future research are discussed. 
Implications for clinical practice 
Several implications drawn from this dissertation can be applied to clinical 
practice. First, this dissertation highlights the value of community participation for the 
homeless population. In all three studies, community participation is considered as a 
distinct concept, which is part of the broader category of participation. This focus is in 
contrast to prior literature that treats community participation no differently than 
participation (Carpenter, Farwell, Jongbloed, & Backman, 2007; Heinemann et al., 2011; 
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Huebner, Johnson, Bennett, & Schneck, 2003). Distinguishing community-life areas from 
institutional or domestic-life areas is particularly important when analyzing persons who 
are homeless, who have cognitive limitations, or who have recently left institutions, as it 
has been shown these individuals often face challenges living and feeling part of the 
community (Reirzes, Crimmins, Yarbrough, & Parker, 2011). The distinction of 
community participation is not only meaningful in spatial difference, but also relevant to 
different activity- and role-requirements. For example, going to a restaurant in the 
community requires different and even more advanced cognitive, social, and mobility 
skills than dining with family/roommates at home. Therefore, it is important for 
practitioners to detect the difference between individuals' participation in and outside of 
their residence. Since deinstitutionalization has been regarded as a major rehabilitation 
goal for people with disabilities, community participation should be valued as a priority 
in the rehabilitation process. Moreover, Study 2 supports the importance of community 
participation in people who are homeless by demonstrating its association with health and 
quality of life. Based on this empirical evidence, it is important for practitioners to 
recognize community participation as an important indicator of treatment outcomes. 
Next, this dissertation shows that individuals with different conditions 
demonstrate different community participation patterns. Study 3 identified factors that are 
associated with community participation. The findings indicated that individuals who are 
cognitively limited, are housed through housing programs, or are single are more likely to 
be restricted in their community participation. These results suggest that the homeless 
population should not be regarded as a homogeneous group when we consider their 
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community participation. Practitioners must be aware of different individuals ' 
participation restrictions and provide adequate services to address their needs. 
Finally, Study 1 provides in-depth information on different instruments of 
community participation. This information is critical for practitioners who plan to assess 
community participation in people with rehabilitation needs. This work illuminates the 
content and limitations of each instrument, and thus offer practitioners guiding 
information when making measurement tool selections. For example, if a practitioner 
needs an instrument that covers most of the domains of community participation, he may 
choose Community Participation Indicators (CPI), Independence Living Skills Survey 
(ILSS), Katz Adjustment Scale (KAS), or Social Functioning Scale (SFS). On the other 
hand, if a practitioner needs an instrument that includes political life and citizenship in 
the measure, he can consider Client's Assessment of Strengths, Interests and Goals 
(CASIG), Community Participation Indicators (CPI), or Independence Living Skills 
Survey (ILSS). Although limitations exist in all of these instruments, this paper provides 
a thorough comparison. 
Implications for future research 
The need for qualitative data 
Findings from Study 2 and Study 3 used a quantitative summary of homeless 
individuals' community participation and the factors that influence their participation. 
Nevertheless, we have no knowledge about the story behind their behaviors. For instance, 
we do not know the purposefulness, expectations, or actual experiences of their 
100 
participation. To fill this gap and provide a more holistic interpretation from our study 
findings, future research needs to collect further information on these unknown areas 
through interview or open-ended questions. Qualitative data may support quantitative 
fmdings and help researchers and practitioners better understand this population. The 
findings will also contribute to expanding and strengthening the knowledge of homeless 
people's needs and facilitate provision of effective services. 
The need for measurement development 
Findings from study 1 reveal the need to develop new measures for measuring 
community participation. Based on the systematic review, we identified several 
limitations in existing instruments: (1) very few instruments simply assess community 
participation consistent with our working definition; (2) no single instrument covers all 
nine ofthe community participation domains that we identified; (3) most of the measures 
are lacking precision and ability to detect discrete differences between individuals with 
different levels of participation; and (4) most ofthe instruments only assess one 
dimension (e.g., variety, frequency, intensity, or social level) even though numerous 
dimensions should be considered simultaneously (Chang, Coster, & Helfrich, 2013). 
Thus, there appears to be a need to develop a new measurement tool that can address all 
of these limitations. 
The first step in the development of a new measure is to conceptualize the concept 
of community participation (Streiner & Norman, 2008). In this dissertation, we have 
established a working definition of community participation based on the ICF and 
existing literature. According to Whiteneck and Dijkers' classification guidelines, we 
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selected nine domains from the ICF Activity and Participation chapters as the primary 
community participation areas (Whiteneck & Dijkers, 2009). However, we noticed that 
these domains may not cover the full breadth of community participation content. For 
example, items such as healthcare utilization (e.g., "go to see a doctor") and utilization of 
public transportation are not included in any ofthese domains but fit the defmition of 
community participation (Chang et al., 2013). Therefore, further work is needed to 
determine the domains that should be included in community participation. Beyond the 
reviewed literature, future research should also include various individuals' experiences 
of their life patterns, and propose a more comprehensive conceptual model of community 
participation. 
When developing a new community participation measure, different dimensions 
will need to be considered. Study 1 identified that most of the instruments only assess one 
dimension of participation, such as occurrence, frequency, or intensity (Chang et al., 
2013). However, participation is a complex concept, which is hard to represent with only 
one dimension. This problem was verified by study 2, in which the measure we used 
could only capture the variety of activities that individuals participate in, but could not 
capture the details of their behavior. Beyond the occurrence of participation, we suggest 
four dimensions that individual participation can be assessed: (1) how often individuals 
participate in each activity; (2) the difficultly individuals experience while participating 
in each activity; (3) how important each activity is to an individual; ~d (4) how satisfied 
individuals feel regarding their participation. Since there are no established "norms" of 
participation, measuring both objective (occurrence or frequency) and subjective 
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(perceived difficulty, importance, and satisfaction) dimensions can help clarify 
individuals' need and desire for change (Whiteneck & Dijkers, 2009). 
The development of a new community participation measure has utility for both 
research and clinical practice purposes. A well-designed community participation 
measure can be used to better understand individuals' participation in diverse activities. 
This measure can enable researchers to compare the results across different populations, 
such as different disability groups or people in different cultures. Also, service providers 
should benefit from being able to document and compare the change over time or change 
before and after intervention. The results should help improve clinical practice, directly 
benefiting the individuals being served. 
Conclusion 
This dissertation contributes to research and practice in different ways. Study 1 
reveals critical content limitations in existing instruments of community participation for 
people with disabilities. Study 2 and study 3 investigated the homeless population and 
described their patterns of community participation, as well as the factors that affect their 
participation. These studies suggest that prospective investigation of community 
participation by people who are homeless is needed. A better instrument that captures 
broader domains and dimensions needs to be developed to more comprehensively detect 
the behaviors and experiences that individuals have. 
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